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All of them! 

Most of them are feeling fine and want to stay that 
way. And that’s exactly why they need a doctor, 
For the surest way to stay healthy is to get in the 
habit of consulting a doctor regularly 


A prompt report to your doctor of any real change 
in your physical condition may allow him to halt 
a disease before it becomes serious. A regular medi- 
cal check-up may detect some illness before you are 
aware of it. 

Copyright 1954—Parke, Davis & Company 


“iow many of these people 


need a doctor? 


And in treating and consulting with you through 
the years. your doctor builds valuable records on 
your physical assets and liabilities. He gets to know 
your emotional make-up. He can do more for you 
when he has an intimate understanding of you 
as a person. 

Through your doctor you can take advantage of 
the vast resources of medical science and recent 
advances in treatment of many conditions. 


Perhaps, at the moment, you don’t have a family 


physician. If not, start making inquiries now — 
don’t wait for an emergency to force you into a 
frantic search for a doctor. 


You may wish to consider several doctors 
before you pick the one who is “right” for you 
Once you have made your selection, give him 
your complete confidence, as you would any other 
trusted member of your family circle. Remember, 
your doctor is the best “preventive medicine” your 
family can have. 


One o} a series of messages on the importance 

of prompt and proper ‘medical care, published by 

Parke, Davis & Company—makers of medicines prescribed by 
physicians and dispensed by pharmacists. . 
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people 


We're telling the millions of readers of LIFE, TIME, 


Saturday Evening POST, NEWSWEEK, and TODAY’S HEALTH 


The message shown on the opposite page is the 
latest advertisement in Parke, Davis & Com- 
pany’s “See Your Doctor” campaign which has 
been continuously published for the past 26 
years. 

We believe it a part of our responsibility as a 
maker of medicines to point out to the general 
public that the doctor is the best “preventive 
medicine” a family can have. 

To be of real service to the cause of Medicine, 
our messages must not only be given wide 
circulation but must be the type that people 
will find interesting and readable. So we try 


) C77? . 


hard to make the general subject of prompt and 
proper medical care “come alive” to the man on 
the street, the woman in the home. 

Seven of these messages are reprinted in the 
booklet, “Your Doctor and You.” If you wish a 
few copies for your reception room table, please 
let us know. 


PARKE, DAVIS & COMPANY 


Research and Manufacturing Laboratories, Detroit, Michigan 


‘ 
5 
| 
{ 
| 
| 
| ou - 
| 
Wee 


TABLE OF CONTENTS 


AUGUST, 1954 


ORIGINAL ARTICLES 


Treatment of the Acute Alcoholic from a Gen- 
eral Practitioner's Viewpoint—Z. Miles Na- 


son, M.D., Kansas City, Kansas 436 
Treatment and Management of Alcoholics in a 

General Hospital—Thomas L. Foster, M.D., 

Treatment of the Alcoholic Patient in Kansas 

State Mental Institutions—George W. uid 

son, M.D., Topeka, Kansas . 446 
Alcoholics Anonymous—Mr. X. 451 


Sodium Pentothal Solution, an Adjuvant in the 


Treatment of Acute Alcoholism—DeMerle 


E. Eckart, M.D., Hutchinson, Kansas 453 
EDITORIALS 
Approach to Problems of Alcoholism . 457 
Federal Health Programs—Part II 457 
Vaccine Evaluation Phase 458 
MISCELLANEOUS 
The Management of Incurable Cancer—Tumor 
Conference 460 
Blue Shield . 472 
Physiological Theories of the Biology of Ae. 
holism—Senior Thesis 474 


Entered as second-class matter at the post office at Fulton, Missouri, June 19, 1953, under the Act of March 3, 1879. 
Acceptance for mailing at special rate of postage provided for in Section 1103, Act of October 3, 1917, authorized on 


July 2, 1918. Office of Publication: 


1201-05 Bluff Street, Fulton, Missouri. 


THE JOURNAL OF THE KANSAS 
MEDICAL SOCIETY 


Editorial Board 


OrviLLE R. CLark, M.D., Editor, Topeka 
JoHN W. CavaNauGH, M.D., Topeka 
Davin E. Gray, M.D., Topeka 
RICHARD GREER, M.D., Topeka 
Dwicut Lawson, M.D., Topeka 


Associate Editors 


Dona.p P. Trees, M.D., Wichita 
GLEN R. SHEPHERD, M.D., Kansas City 


Information 


Ownership: The Journal is a non-profit a mega owned and 
published monthly by the Kansas Medical Society 

Subscription: A year’s subscription to the Journal is included 
in membership in the Kansas Medical Society, with $2.00 of each 
member’s dues apportioned to the Journal. Rates to others, 
except in foreign countries, $4.00 per year or 60c per copy. 

Material: Scientific articles, editorials, and data of general in- 
terest are invited from all members. Articles are to be submitted 
on condition that they are contributed solely to this publication. 
A right is reserved to reject any material deemed unsatisfactory. 

Manuscripts: Only manuscripts that are typewritten on one side, 
double spaced, and original copies can be accepted. Manuscripts 
will be returned upon request. 

Advertising: All advertising contracts, os all copy from adver- 
tisers under contract are subject to approval of the editorial board. 
Copy should be received by the 20th of the month immediately 
preceding the month of publication. 

Non-Kesponsibility: Although an effort is made to publish enly 
accurate articles and legitimate sévertisoments, the Journal denies 
legal responsibility for any stat , or advertisements 
appearing under the names of contributors or concerns. 


PAULINE FARRELL, Managing Editor 
and Advertising Manager 


Ouiver Eset, Business Manager 


THE KANSAS MEDICAL SOCIETY 


Murray C. Eppy, M.D., Hays 
Past President.......... Lucien R. M.D., Topeka 
President-Elect........ JouN M. Porter, M.D., Concordia 


First Vice-President...CLtyDE W. Miter, M.D., Wichita 
Second Vice-President, CONRAD M. BaRNES, M.D., Seneca 
Constitutional Secretary, JAMES A. BuTIN, M.D., Chanute 
Joun L. Lattimore, M.D., Topeka 

A.M.A. Delegate, 1954-1955, GEorGE F. GsELL, M.D., 
Wichita 
A.M.A. Delegate, 1955-1956, LAURENCE S. NELSON, M.D., 
Salina 

Councilors and Councilor Districts 


First District, FREDERICK E. WRIGHTMAN, M.D., Sabetha 
Second District...GLENN R. Peters, M.D., Kansas City 
Third District...... H. PENFIELD JONES, M.D., Lawrence 
Fourth District....CHARLES E. VEsTLE, M.D., Humboldt 
Fifth District, SevERT A. ANDERSON, M.D., Clay Center 


Froyp C. TaGGart, M.D., Topeka 
To BE ANNOUNCED 
Eighth District...... James E. Hitt, M.D., Arkansas City 
Ninth District....LAURENCE S. NELSON, JR., M.D., Salina 
Tenth District........ Harowp M. Gtiover, M.D., Newton 
Eleventh District.... NORTON L. FraNcis, M.D., Wichita 
Twelfth District.......... Cyrit V. Biack, M.D., Pratt 


Thirteenth District..LLoyD W. REYNOLDs, M.D., Hays 
Fourteenth District....Justin A. Blount, M.D., Larned 
Fifteenth District. ...ROBERT G. KLEIN, M.D., Dodge City 


Sixteenth District........ James L. JENSON, M.D., Colby 
Seventeenth District....... H. PRESTON PALMER, M.D., 
Scott City 


Ouiver E. EBeEL, EXECUTIVE SECRETARY 
RuEBEN M. DaALBEc, EXECUTIVE ASSISTANT 


Executive Office: 315 West Fourth Street, Topeka 


AUGUST, 1954 Vv 


BRAND OF CHLORMERODRIN 


NORMAL OUTPUT OF SODIUM AND WATER 


Individualized daily dosage of NEOHYDRIN == 1 to 6 tablets a day as needed -- 
prevents the recurrent daily sodium and water reaccumulation which may occur 
with single-dose diuretics. Arbitrary limitation of dosage or rest periods to 
forestall refractivity are unnecessary. Therapy with NEOQHYDRIN need never 
be interrupted or delayed for therapeutic reasons. Because it curbs sodium 
retention by inhibiting succinic dehydrogenase in the kidney only, NEOHYDRIN 
does not cause side actions due to widespread enzyme inhibition 
in other organs. 


Prescribe NEOHYDRIN in bottles of 50 tablets. 
There are 18.3 mg. of 3-chloromercuri-2-methoxy- 
propylurea in each tablet. 


Leadership in diuretic research 
LAKESIDE LABORATORIES, INC-+-MILWAUKEE 1, WISCONSIN 
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optimum caloric balance 
— 60% of caloric intake, 
gradually achieved in 
easily assimilable carbo- 
hydrates—is assured 
with Karo. Milk alone 
provides 28%, or less 
than half the required 
carbohydrate intake. 

A MISCIBLE liquid, Karo 
is quickly dissolved, easy % 
to use, readily available 
and inexpensive. 
A BALANCED mixture of 
dextrins, maltose and 
dextrose, Karo is well 
tolerated, easily di 
gradually absorbed at 
spaced intervals and 
completely utilized. 
PRECLUDES fermentation 
and irritation. Produces 
no reactions, hypoaller- 
genic. Bacteria-free Karo 
is safe for feeding pre- 
matures, newborns, and 
infants—well and sick. 


fi | LIGHT and dark Karo are 
Now interchangeable in for- 

17 Battery Plage both yield 60 cal- 

ories per tablespoon. 
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Upjohn 


long-acting 
androgen: 


Reg. U.S. Pat. Off. CYCLOPENTYLPROPIONATE 


Each ce. contains: S 


Testosterone Cyclopentylpropionate 


Depo-lestosterone 


50 mg. or 100 mg. 
Chlorobutanol ............... 5 mg. 
Cottonseed Oil q.s. 


50 mg. per ce. available in 10 ce. vials 


100 mg. per ce. available in 1 cc, and 
10 ce. vials 


The Upjohn Company, Kalamazoo, Michigan 
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-LONG BEFORE HOT FLUSHES APPEAR . 


Patients presenting such classic menopausal symptoms as hot flushes cause little 
diagnostic difficulty. However, throughout the period of declining ovarian function 
which may begin long before hot flushes appear, many women complain of distressing 
symptoms which though less clearly defined are actually due to estrogen deficiency. 
For example, insomnia, headache, easy fatigability, and symptoms affecting the 
bones, joints, and the skin may not be readily identified as due to estrogen deficiency 
because they may occur years before, or even years after cessation of menstruation. 


Investigators’ have found that as the body attempts to adjust itself to declin- 
ing estrogen production, a number of symptoms may appear which call for the prompt 
institution of estrogen replacement therapy. These symptoms may be nervous, cir- 
culatory, arthralgic, or dermatologic in character because the loss of ovarian hormone . 
“withdraws one of the most important metabolic regulators of the organism”? and 
affects many body functions. If such metabolic imbalance or deficiency is evidenced, 
the administration of estrogen is clearly indicated. 


“PREMARIN” presents the complete equine estrogen-complex as it naturally 
occurs. “Premarin” not only produces prompt symptomatic relief, but it also imparts 
a gratifying and distinctive “sense of well-being.” It has no odor... imparts n 

odor. 


COUNCIL ON 
PHARMACY 
CHEMISTRY 


Estrogenic substances (water-soluble), also known as conjugated estrogens (equine). 
Available in both tablet and liquid form. 


1, Werner, A.: Acta endocrinol. 13:87, 1953. 
2. Malleson, J.: Lancet 2:158 (July 25) 1953, 
3. Goldzieher, M. A., and Goldzieher, J. W.: Endocrine Treatment in General Practice, New York, Springer Publishing Company, Inc., 1953, p. 23. 
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DOCTOR, WHEN YOUR PATIENTS ASK... 


“Which Cigarette 
Shall 


«e+ REMEMBER THAT NEW VICEROY GIVES SMOKERS 


DOUBLE THE FILTERING ACTION! 


NEW AMAZING FILTER OF ESTRON MATERIAL PLUS KING-SIZE LENGTH 
@ This new-type filter, of non-mineral, cellulose- — @ The smoke is also filtered through Viceroy’s extra 
acetate, Estron material, exclusive with Viceroy Ciga- length of rich, costly tobaccos. Thus Viceroy actually 
rettes, represents the latest development in 20 years gives smokers double the filtering action . . . to double 
of Brown & Williamson filter research. Each filter con- the pleasure and contentment of tobacco at its best! 


tains 20,000 tiny filter elements that give efficient filter- 
ing action; yet smoke is drawn through easily, and flavor 
is not affected. 


ONLY A PENNY OR TWO MORE 
THAN CIGARETTES WITHOUT FILTERS 


New 


OUTSELLS ALL OTHER FILTER TIP CIGARETTES COMBINED 
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Medical history is being written today 
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The introduction and rapid widespread adoption of 
AcHROMYCIN has opened a new chapter in the 
history of broad-spectrum antibiotics. 
ACHROMYCIN fulfills the requirements of the ideal 
antibiotic in virtually every respect . . . wide-range 
antimicrobial activity, in vivo stability, tissue pene- 
tration, minimal toxicity. 

ACHROMYCIN is truly a broad-spectrum weapon, 
effective against Gram-positive and Gram-negative 


LEDERLE LABORATORIES DIVISION awewcw Guanamid comm PEARL RIVER, NEW YORK 


Hydrochloride 
Tetracycline HCI Lederle 


bacteria, as well as certain mixed infections. 
ACHROMYCIN is more stable and produces 
fewer side effects than certain other broad- 
spectrum antibiotics. 

ACHROMYCIN provides prompt diffusion in body 
tissues and fluids. 

ACHROMYCIN is destined to play a major role among 
the great therapeutic agents. 
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Telepaque ‘‘produces adequate roentgeno- the 

graphic visualization of the gallbladder in many 

cases where another compound failed to do so.’”? = 

e: 

Average adult dose: 6 tablets orally. n th 

For medium or thin persons under 150 Ib., New York 18, N.Y. Winosor, Ont. : 

4 tablets are usually sufficient. Telepaque | 

should be taken with at least 1 Abel, M.S., Lomhof tte ond Garcia, C.V.: Permanente Found. Med. Bull., otl 

one full glass of water. 2 PIM ae Stanley, H.W.: Connecticut Med. Jour., 16:591, Aug., 1952 she 

Telepaque, trademark reg. U. S. & Canada lul 
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Physiological test 
compares Kant 


“Micronite” Filter with other cigarette filters 


To compare the efficiency of various 
filters as they affect physiological re- 
sponses in the cigarette smoker, drop 
in surface skin temperature at the last 
phalanx was measured. 


Using well-established procedures, 
the subject smoked conventional filter 
cigarettes and the new KENT with 
the exclusive “Micronite” Filter. 


For every other filter cigarette, the 
drop in temperature averaged over 6 
degrees. For KENT’s Micronite Filter, 
there was no appreciable drop. 


These findings confirm the results of 
other scientific measurements that 
show these facts: ordinary cotton, cel- 
lulose or crepe paper filters remove a 
small but ineffective amount of nico- 
tine and tars; KENT’s Micronite Filter 


approaches 7 times the efficiency of other 
filters in the removal of nicotine and tars 
and is virtually twice as effective as 
the next most efficient cigarette filter. 

Thus KENT, with the first filter that 
really works, gives the one smoker out 
of every three who is susceptible to 
nicotine and tars the protection he 
needs . . . while offering the satisfac- 
tion he expects of fine tobacco. 

For these reasons, smokers have 
made the new KENT the most popular 
new brand of cigarette to be introduced 
in the last 20 years. 

If you have yet totry the new KENT, 
may we suggest you do so soon? 


Takes out up to 7 times more nicotine 
and tars than other filter cigarettes 
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for sustained 


contraction of the 


postpartum uterus 


Ergotrate 
Maleate’ 


(Ergonovine Maleate, U.S.P., Lilly) 


helps prevent hemorrhage, 


lessens risk of infection 


IN 0.2-MG. (1/320-GRAIN) TABLETS 


me DOSE: 1 or 2 tablets three to four times a day until 
the fourteenth day following delivery. 


IN 1-CC. AMPOULES CONTAINING 0.2 MG. (1/320 GRAIN) 
DOSE: 0.2 to 0.4 mg. (1 to 2 cc.). 


Etl LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, S. A. 
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Helpful Facts for the Physician 


It should be every physician’s responsibility 
to accept a major role in the improvement of 
health throughout his own community. This 
is true regarding individual specific diseases, 
and it is equally important when the state at- 
tempts some type of progressive coordinated 
public health movement. 

Alcoholism must be considered a disease and, 
as such, it presents itself for treatment in the 
office of every doctor in Kansas. With the ad- 
vent of a State Commission on Alcoholism, The 
Kansas Medical Society will be asked to as- 
sist in setting up a state-wide program of ed- 
ucation and better understanding, such meas- 
ures eventually making their appearance in each 
individual doctor's office and each community 
hospital where the main responsibilities- for 
treatment rightfully exist. 

A physician naturally has his likes and dis- 
likes, and he may turn away from any alcohol 
problem just as some shy away from other 
specific medical or surgical requests for therapy. 
The family physician should take the same at- 
titude toward handling cases of alcoholism that 
he takes toward management of any other dis- 
ease. First of all, he must recognize the prob- 
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lem, initiate proper therapy himself, or see that 
the patient is referred through adequate chan- 
nels. 

It is to be expected, and rightfully so, that 
the citizens of Kansas look to their local 
physicians and hospitals for treatment of the 
great majority of their ilinesses. Individual 
communities are constantly expanding and 
augmenting their facilities. In these local proj- 
ects the family physician must be an important 
part of the organization. 

Since alcoholism is essentially the symptom 
of a rather complicated illness, the correction 
must involve the efforts of a team. The mem- 
bers of this team probably vary from case to 
case. However, the family physician, as well 
as the medical consultant, will be in most cases 
a deciding influence. 

The physician who directs therapy for pa- 
tients suffering from alcoholism must intel- 
ligently prescribe vitamins and drugs, and, 
above all, he must provide a sympathetic, under- 
standing, reassuring atmosphere for recovery 
and rehabilitation. 

Karu E. VoLpENG, M.D., Chairman 
Kansas State Commission on Alcoholism 
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Treatment of the Acute Alcoholic from a 


General Practitioner's Viewpoint 


Z. Miles Nason, M.D. 
Kansas City, Kansas 


Alcoholism has been presented by many present 
day writers as the fourth major health problem in 
the United States. Though there is no concrete ev- 
idence the disease is increasing or decreasing, it has 
been a serious one throughout recorded history of 
our civilization. In the United States there are an 
estimated 65,000,000 people who partake of alcoholic 
beverages; there are about: 4,000,000 problem drink- 
ers and about 75,000 confirmed alcoholics.1 These 
figures are of even greater significance when com- 
pared with the 500,000 cases of known tuberculosis.” 

Alcoholism is a disease in which an uncontrolled 
excessive amount of alcoholic beverages is ingested, 
either regularly or periodically. Tiebout states that al- 
coholism is a symptom which has taken on disease 
significance. He further states that, starting as a symp- 
tom of underlying factors, it gains momentum until 
it gets out of hand and becomes a disease in itself.? 

Tiebout reasons that if the treatment of addictive 
drinking depended solely on discovering underlying 
factors and eliminating them, it should be possible 
for the alcoholic to drink normally after the excision 
of these factors. All evidence points to the fact that 
the alcoholic cannot do this. He further emphasizes 
the existing confusion in attitudes toward alcoholism. 
Is it in fact a symptom or a disease? If one recognizes 
the existence of underlying factors in alcoholism, 
then addictive drinking itself is symptomatic of the 
disease, which has given rise to abnormal behavior. 

We should expect that once a predisposing factor, 
for instance metabolic disturbance, and alcohol were 
brought together, an addiction soon would be formed. 
That this is not true is evidenced by the fact that 
vast majorities of alcoholics show a development of 
abnormal drinking patterns taking place over a 
period of years, which would indicate that the te- 
lationship between drinking and the hypothesized 
predisposing characteristics is of central importance; 
thus, personality must play a very important factor. 
It may be that the terrain on which alcoholic addic- 
tion may or may not grow is not sufficient cause of 
addiction alone; certain forces must act on the terrain 
to bring about addiction or abnormal drinking. 

Ullman? considers addictive drinking as resem- 
bling a symptom but not necessarily a symptom of 


Member, Kansas Commission on Alcoholism; Consulting Phy- 
sician, New Mexico Alcoholic Commission. 


personality or other disorder. He describes it as a 
tension reducing activity, with the source of tension 
lying in the ordinary problems of human beings. 
These kinds of tension are of the same character that 
all human beings face while living in a complex 
system of relationships with others of their kind. 
Therefore, addictive drinking is symptomatic of the 
existence of tension, but the pathology lies in the fact 
that the particular response exhibited in alcoholism 
is practiced in excess, and it obviates the evocation 
of other more appropriate responses which might 
alter the realities of the problem situation. 

Alcoholism is a progressive ailment which is not 
diagnosed until the ingestion of alcohol becomes so 
great that there is a definite interference with work 
efficiency, disturbances in home and in social life, 
and a complete change in the personality of the 
individual. The fundamental point of distinction, 
which all alcoholics have in common, is that they 
cannot drink in a normal manner. This is functional 
evidence that there is something amiss in either the 
mental or physiological condition in the alcoholic.* 
Stated in another way, alcoholism is a symptom 
syndrome of a disease process. 

Tiebout? points out that although drinking to ex- 
cess may have started out as a symptom of some 
underlying factor, it gains momentum until it gets 
out of hand and becomes a disease in itself. In sup- 
port of this view he states that no amount of prob- 
ing or unraveling of basic personality conflicts will 
ever allow the alcoholic to return to normal drinking. 
Once alcoholism is definitely established, it seems 
that even with removal of all known conflicts, it is 
not possible for the alcoholic ever to indulge in con- 
trolled drinking. Thus, alcoholic excess cannot be in- 
terpreted as a means of escaping reality, but rather 
is characterized by a compulsive type of drinking. 
Compulsion is psychiatric terminology, referring to 
a form of mental pathology in which the individual 
is impelled to do things against his will and judg- 
ment.> 

This compulsive quality of drinking found in al- 
coholism has been a source of great discussion and 
the cause of a great deal of confusion. Recent in- 
vestigation has helped to explain why various at- 
tempts to treat alcoholism by psychoanalysis have not 
been successful. Psychotherapy, which does not in- 
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corporate some manipulation of the daily activities 
of the alcoholic, has apparently yielded poor rates of 
success. 

In the case of Alcoholics Anonymous, perhaps 
the most effective form of psychotherapy known, 
there exists a combination of treatment factors which 
the experience of A.A. indicates must be combined 
for the maintenance of sobriety in its members. A 
member of A.A. is involved in religious or spiritual 
activities in group psychotherapy, in the activities of 
helping the newer alcoholic, and also in a number 
of recreational activities with other members. Most 
significant, however, is that the various factors are 
arranged in a 24-hour program of activity. The al- 
coholic in A.A. is doing things, some of which 
may take on a ritualistic significance, thus the em- 
phasis is placed on tension-reducing activity rather 
than drinking. The addictive drinker is introduced, 
or rather re-introduced, to socially accepted reactions 
to tension. Possibly the reason for such poor results 
in young alcoholics is that the response pattern to 
which he might regress is often not appropriate to 
adult life and, therefore, his retraining and condition- 
ing is more difficult. 

Ullman® states that successful therapy of alcoholics 
demands a development of substitute tension-reducing 
responses. The manner in which they are produced is 
by making such changes in the way of life of an 
alcoholic that he has an opportunity to form habit 
patterns which will be satisfactory in terms of coping 
with psychic tensions, but which will enable the in- 
dividual to deal with the realities of situations rather 
than anesthetize himself against them. 

Lowell and Tintera® state that there is a functional 
metabolic defect which can give rise to alcoholism, 
whieh may develop as a result of excessive drinking. 
This defect is hypoadrenalcorticism. They believe this 
may be compared with subclinical Addisonism. Stress, 
worry, grief, anxiety, or fear may act as alarming 
stimuli, creating a functional defect of the adrenal 
cortex, producing hypoadrenalcorticism. This condi- 
tion, whether constitutional or acquired, may con- 
tribute substantially to an increase in nervous symp- 
toms, ranging from irritability to depression, negativ- 
ism, and other personality changes associated with al- 
coholism. They postulate a vicious cycle of glandular 
deficiency. Worry or any of the strong emotions will 
further the deficiency. Imposing the action of alcohol 
on such a condition, depressing the adrenal keto- 
steroids further, causes an initially bad situation to 
become worse. 

- This concept of Lowell and Tintera is based on 
their observation of 1000 cases of alcoholism, in 
which they found a relatively low blood sugar level 
(60 mg.%). A glucose tolerance curve which usual- 
ly started at this low level rose more rapidly than 
normal to a moderate hyperglycemic level, remain- 
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ing there in the form of a plateau, and then precip- 
itiously dropping to the starting level. They also re- 
port a relative lymphocytosis and eosinophilia as- 
sociated with more than half the cases studied. These 
findings are indicative of a deficiency in the adrenal 
cortex. 

The reason that this glandular dyscrasia can con- 
tribute to alcoholism is that with the drop in blood 
sugar, there is an onset of extreme nervousness and 
weakness. The alcoholic quickly learns to combat 
this weakness and nervousness with alcohol, which 
gives a transient relief but quickly raises blood 
glucose level. This transient relief is followed by 
exacerbation of symptoms, and the alcoholic again 
responds by taking more whiskey to guard against 
this let-down. This is repeated over and over again, 
and the alcoholic becomes inebriated. They point out 
further that these hypoglycemic levels can also occur 
spontaneously or following a meal rich in carbohy- 
drates but low in protein and low in other lasting 
foods. This, perhaps, might be the explanation for 
some of the relapses which occur in alcoholics after 
they have maintained long periods of sobriety. 

J. J. Smith7 believes that a person is alcoholic be- 
cause of a biogenic defect in the sense of a hereditary 
pattern of metabolic disturbances. He believes that 
alcoholic behavior is a manifestation of personality 
maladjustment to both external and internal stresses 
and that the metabolic defect is primarily a pituitary 
insufficiency, to which adrenal cortex inactivity is 
secondary. He has reached this conclusion after in- 
tensive biochemical investigation of this disease. In 
many of his studies, deficiency of both adrenal cor- 
tex and hypophysial functions was found. As evidence 
of this, he cites a fasting hypoglycemia which is often 
found in alcoholics, hyper-insulin glucose tolerance 
curves, and a large number of alcoholics who have 
shown abnormal water tolerance tests and many 
who show low serum sodium and chloride levels. 

He found, however, although the 17-ketosteroid 
levels were quite low following delirium tremens 
and in patients suffering from severe peripheral neu- 
ropathy, that in 100 other alcoholic patients the 17- 
ketosteroids were on the average only slightly below 
the normal level. Another interesting finding by 
him was that ascorbic acid, which is necessary for 
adequate adrenal function, is usually at a low plasma 
level in the alcoholic. In experiments with normal 
rats, he found that alcohol in sufficient quantities to 
produce mild intoxication depleted the adrenal cor- 
tex of cholesterol and ascorbic acid. This was not 
seen in hypophysectomized rats. It was also found 
that quantities of alcohol which were tranquilized in 
normal rats killed the hypophysectomized animals. It 
is to be concluded, therefore, that alcohol stimulated 
the adrenal cortex by way of the pituitary. 

He further showed that in alcoholics the eosin- 
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ophil fall following the administration of ACTH 
was normal, but that this response was poor follow- 
ing stimulation of the adrenal by way of the pituitary 
with adrenalin and alcohol. Thus he concluded that 
the alcoholic has an adequate adrenal cortex reserve, 
but the pituitary stimulation is insufficient for normal 
glandular functioning. This group of investigators 
believes that alcoholism is therefore anteceded by 
and induced by endocrine dyscrasias. 

Roger J. Williams® believes that alcoholism ‘is a 
genetotrophic disease, stemming from both an in- 
born trait and a nutritional deficiency. Based on his 
experimental work with rats, he believes that a 
craving for alcohol can be caused by mild nutritional 
deficiencies in any of the several essential accessory 
food substances. He believes that elimination of these 
deficiencies will cause elimination of the craving for 
alcohol by the alcoholic and permit his return to 
normal drinking. This has not been proved by sub- 
sequent investigations. Relatively high incidence of 
vitamin deficiency is unquestionably present in this 
disease, in that the alcoholic substitutes alcohol for 
food, and alcohol certainly makes a diet that is poorly 
balanced and deficient in vitamins. Multiple periph- 
eral neuropathy, alcoholic beriberi, and alcoholic pel- 
lagra are three well defined deficiency diseases seen 
in alcoholism. Among the mental disorders in which 
vitamin deficiencies play an important role are 
Wernike’s syndrome, nicotinic acid deficiency enceph- 
alopathy, delirium tremens, and Korsakoff’s psy- 
chosis.° 

In view of the above facts, it is apparent that the 
alcoholic is an acutely ill individual, suffering from 
multiple vitamin deficiencies and a disturbed cellular 
environment due to endocrine imbalances, with a dif- 
ficult mental and physiological handicap to overcome 
before he can hope to recover. He definitely must 
have assistance if he hopes to recover, and since 
the general practitioner is the medical man to whom 
he first appeals, it is important that the practitioner 
give sympathetic understanding and intelligent di- 
rection and treatment. 

The sobering up of the acutely intoxicated alcoholic 
is usually erroneously regarded as a minor problem. 
It is not generally realized that patients in this con- 
dition, if not treated effectively with measures both 
adequate and humane, may develop severe physical 
and mental complications. The number of alcoholics 
found dead, often of unknown or ill defined causes, 
in jails, charity hospitals, hotel rooms, and alleys, 
will bear witness to the seriousness of this problem.!° 

Examination of textbooks and periodicals reveals 
a wide variety of methods of treating acute alcohol- 
ism. It is indicative of the importance of the problem 
that none of the procedures suggested have been too 
successful. Either they are not acceptable to the 
alcoholic, do not give rapid relief of painful symp- 


toms, or do not establish a good rapport between the 
patient and the physician, which is essential if per- 
manent sobriety may be achieved. 

In the treatment of alcoholism, one must remem- 
ber that it is an addiction disease. Therefore, drugs 
which produce or tend to produce addiction should 
be avoided. Opiates and barbiturates are addiction 
drugs, and the indiscriminate use of such drugs has 
produced morphinism and barbituratism in the al- 
coholic.'' The narcotizing effect of opiates and bar- 
biturates is much greater in the alcoholic than in the 
so-called normal individual and much more lasting. 
The only safe narcotizing drug used in treatment of 
this condition is paraldehyde, and it is used only in 
a case of severe delirium tremens when all other mea- 
sures fail. Recent research into the role of hormone 
dyscrasias and the developing of the concept of re- 
placement therapy to restore normal homeostasis in 
diseased patients has done much to simplify and 
greatly enhance recovery of patients suffering from 
alcoholism. 

Before beginning to treat the acutely sick and 
drunk alcoholic, the physician should call to mind 
a few primary psychological concepts. Alcoholics are 
filled with self-condemnation and therefore resent 
any form of lecture as to their wrong doings. They 
are suspicious and afraid of chemical cures, and no 
treatment should be initiated without assurance that 
they will not be made to suffer more, that the treat- 
ment will not harm them, and that the object of the 
treatment is to help them get well. Such assurance 
must impress them that the treatment is not only to 
help them obtain sobriety, but also to aid them in 
changing their mental attitudes so that they may main- 
tain continuous sobriety. In talking to them it is neces- 
sary to remember that their mental state is greatly 
fogged, and therefore much repetition is required for 
them to grasp an idea; that their thought and reflex 
Processes are greatly retarded; and that no attempt 
should be made to hurry them as this irritates them 
and generates rebellion on their part toward any per- 
son forcing them. 

Alcoholics are not drunks by choice; their chief 
objective has been the exact opposite. Their greatest 
ambition has been to learn how to handle their 
liquor, in other words, to become a controlled drink- 
er. Throughout the treatment, they should be im- 
pressed with the fact that their nervous systems have 
become allergic to alcohol and that they will never 
again be able to drink in a controlled manner. 
Any further attempt to drink will rapidly place 
them in the same deplorable condition that they were 
in when they appealed for help and treatment. The 
following is a method of treatment which has been 
used in 1500 cases of alcoholism during the past four 
years with surprising rapidity of recovery. 
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BASIC TREATMENT FOR THE ACUTE ALCOHOLIC 


If the patient, when first seen, is obviously quite 
drunk, no treatment should be started until he begins 
to clear mentally, develops a coarse tremor, and clear- 
ly begins to show the need for sedation. At that time 
3 cc. of Lipo-Adrenal Cortex* intramuscularly and 
1 cc. of B-1 (100 mg.) and 1 cc. of B-Complex 
with C should be given either intravenously or in- 
tramuscularly. Six hours after the first injection, 1 cc. 
of Lipo-Adrenal and 1 cc. of B-1 and 1 cc. of B- 
Complex with C should be given intramuscularly. 
Twelve hours after the second injections, the dosage 
of 1 cc. of Lipo-Adrenal and 1 cc. of B-1 and 1 cc. 
of B-Complex with C is repeated. Concurrently, 
throughout the treatment, give 1 teaspoon of table 
salt in six ounces of water with first injections and 
then repeat every 3 hours for a total of five doses.1% 
If there is a history of partial barbiturate addiction, 
one may double the salt dosage to a total of 10 doses 
administered at intervals of 3 hours. If the patient is 
obviously deeply sedated and respiration is 8 to 12 
per minute, or if he appears in rather a deep coma, 
Metrazol, 2 to 4 cc. given intravenously, often im- 
proves the general condition and may be given be- 
fore initiation of Lipo-Adrenal treatment as outlined 
above. 

If history and observation suggest barbiturate ad- 
diction overshadowing alcoholic addiction, then the 
salt water alone often produces excellent results. 
However, in such a case, if additional medication ap- 
pears to be needed, as evidenced by extreme nervous- 
ness, 2 or 3 cc. of Lipo-Adrenal given intramuscular- 
ly during the course of recovery may produce suf- 
ficient sedation to keep the patient from developing 
tremor. Thus, Lipo-Adrenal, even in the barbiturate 
addict, often effects relief with a single 2 or 3 cc. 
dose. It has been found that clinical improvement 
in all patients is better and more rapid if no food is 
given for the first 24 hours. After that period of 
time, a high protein, high salt, low carbohydrate diet 
appears to aid the patient’s recovery, with a sub- 
sidence of nervous and mental agitation much more 
quickly than the high carbohydrate diet formerly so 
widely used. Tycopan capsules** instigated after the 
first 24 hours, when food is started, one before each 
meal, aid substantially in correcting the vitamin de- 
ficiency. The addition of black coffee, given ad lib, 
often alleviates, to a considerable extent, any mental 
depression present. 

If the acute alcoholic patient is suffering from 
delirium tremens or having convulsions, then the 
above treatment should be augmented by the ad- 
ministration of adrenalcorticotrophic hormone 
(ACTH***), in gel form. One cc. (40 U) should be 


* Upjohn & Company. 
** Eli Lilly and Company. 
*** Armour and Company. 


given with each injection of Lipo-Adrenal as outlined 
in treatment above. If delirium tremens continue with- 
out any interval of remission, for the first 12 hours, 
the dosage of ACTH may be increased to 2 cc. 
(80 U) doses at an interval of six hours.!3 Then, 
if the patient is still delirious, no further treatment 
should be given as he will usually clear after such 
treatment within 36 to 48 hours. 

Three contraindications exist against the admin- 
istration of ACTH. They are: (1) history of gastric 
or duodenal ulcer, within the last five years; (2) his- 
tory of familial insanity, and (3) tuberculosis. The 
reason for the first is that administration of ACTH 
has been known to produce a blow-out or perfora- 
tion of the ulcer. This occurs because ACTH causes 
an increase in peristaltic action of the muscles of the 
stomach; it also increases the amount of acidity in 
the gastric juice. These two factors sometimes pro- 
duce perforation. The reason for the second con- 
traindication is that ACTH can produce a deep psy- 
chosis which may last for several months in a patient 
whose family history shows insanity. A history of 
tuberculosis during the past five years is a contra- 
indication because this drug has been known to 
reactivate this disease. 

A locked room with no movable objects is much 
better than straps or restraints for confining patients 
in delirium. 

In cases of extreme agitation persisting 36 hours 
or more, where one feels that sedation is imperative 
because the patient is obviously worn out, 4 drams of 
paraldehyde may be given in two ounces of whiskey 
as a single dose. This has been known to produce 
adequate sedation after ACTH has failed. 

In treating women alcoholics, regardless of age, 
the administration of 5 mg. of aqueous estrone in- 
tramuscularly materially assists in producing a 
smoother course of recovery, with much more rapid 
subsidence of nervous symptoms. This should be 
administered at the termination of the adrenal cortex 
injections. If the patient has a history of menopausal 
symptoms before her drinking and is in the late 30's 
or 40’s, she should be advised to see her family 
physician, after discharge, for estrone injections week- 
ly or semi-monthly for the ensuing three months or 
longer, depending upon what her physician advises. 
Premenstrual tension which these women often have 
may produce tensions which can, and sometimes do, 
precipitate a relapse and the beginning of another 
alcoholic spree. 

For men alcoholics in the late 40’s or early 50's, 
with a history of insomnia, diminished libido, or 
sexual incompetence, 50 mg. of testosterone pro- 
pionate will often improve nervous conditions, pro- 
mote a feeling of well being, and hasten recovery. 
This also is given at termination of adrenal cortex 
injections. 
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The alcoholics’ only hope for permanent sobriety 
exists in a change of thinking, which is probably 
most easily obtained through group psychotherapy as 
practiced by Alcoholics Anonymous. This organiza- 
tion could well be their short cut to peace, con- 
tentment, and a happy life. With honest effort on 
their part in this organization, it is possible for them 
to achieve a change in their mode of living and ways 
of thinking which will give them sufficient sup- 
port to maintain permanent sobriety. 


SUMMARY 


Alcoholism is a disease characterized by marked 
physical and mental changes in an individual pro- 
duced by compulsive drinking of abnormally large 
amounts of alcoholic beverages, either constantly or 
periodically. The distinguishing characteristic which 
sets the alcoholic apart from the heavy drinker is his 
inability to stop drinking once he begins. This lack 
of control arises from important physiological 
changes present in the individual prior to the de- 
velopment of alcoholism, also changes resulting from 
the prolonged use of alcoholic beverages. These 
changes are deficiencies in the pituitary-adrenal cor- 
tical relationship, multiple vitamin deficiencies re- 
sulting from a lack of intake, and increased utiliza- 
tion of both vitamins and hormones during drinking 
periods. 

The disturbed organic and functional changes re- 
sulting from prolonged drinking by the alcoholic 
cause him to be a very ill person, mentally and 
physically, and he should be treated as such. A 


method of therapy for the treatment of the acute al- 
coholic by means of adrenalcortical hormones, sodium 
chloride, and multiple vitamins is presented for con- 
sideration. 

The use of ACTH in treatment of alcoholic de- 
lirium is outlined. 

Probably the best form of psychotherapy available 
to assist in obtaining permanent abstinence for the 
alcoholic is that offered by the Alcoholics Anonymous 
organization. 
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Since alcoholism is an illness, physicians must approach 
it as such—not as a crime against society. In differentiating 
between the heavy drinker and the alcoholic, the most im- 
portant distinguishing feature is compulsion. Overcoming 
this compulsive tendency depends upon careful study and 
treatment—medical, psychiatric, and socio-economic. This 
last element embraces education, social study, and close col- 
laboration with Alcoholics Anonymous. 


Marvin A. Block, M.D. 
G. P., September, 1952 
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Treatment and Management of Alcoholics 
in a General Hospital 


Thomas L. Foster, M.D. 
Halstead, Kansas 


In order to formulate from first hand information 
a general idea of the extent of the alcoholic problem 
in at least one area of Kansas, I consulted the chief 
of police of one of our Kansas cities that I believe 
to be representative. The number of “drunks ar- 
rested” for 1952 and 1953, when compared to the 
total population of the city, approximated 25 “drunks 
arrested” per 1000 population for each year. He also 
informed me that 44 per cent of these individuals 
were repeaters. 

This is only one segment of that particular city’s 
alcoholic problem. I have no information as to how 
many individuals were cared for by the local hos- 
pitals, Alcoholics Anonymous, Salvation Army, phy- 
sicians, other agencies, friends or relatives, or as- 
sisted by the police force without arrest. The latter 
group must have been quite large, as the members of 
this particular police force have the feeling that in- 
carceration of an alcoholic serves no therapeutic pur- 
pose, but merely tends to protect society, and the 
individual, temporarily. Incidentally, for many years 
there have been no deaths in which alcohol played 
a major role in this particular city jail. 

Projecting such figures onto the entire state of 
Kansas would certainly be more speculative than 
Statistically accurate, but when one does attempt to do 
so, the result is an alarming figure of 50,000 cases 
a year in which, at least under certain circumstances, 
incarceration might be justifiable as an immediate 
expediency. A figure such as this explains how 53, 
or 11 per cent, of the fatal highway accidents in 
Kansas last year involved drivers under the influence 
of alcohol. 

The fact that during the past 9 years 26 states 
have created commissions on alcoholism clearly in- 
dicates growing public determination to do something 
about the problem. Even if the above figures should 
prove to be grossly in error in over-estimating the ex- 
tent of the problem, it is still obvious that our limited 
psychiatric hospital facilities are unable to meet the 
need, and our limited number of psychiatrists and 
clinical psychologists could not cope with the prob- 
lem even though they had nothing else to do. Just 
as in any other matter of health, our first line of 
defense lies with the general hospital, the general 
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practitioner and other local facilities, and the special- 
ists or special facilities need be reserved for those 
cases in which there is a definite indication for such 
services. 

Although alcoholism is probably more properly 
defined as a symptom overlying some basic psy- 
chopathology, our justification for using it as a di- 
agnostic term lies in the fact that this symptom itself, 
directly or indirectly, produces a series of secondary 
effects of a medical, social, economic, and moral na- 
ture. These are frequently more of an apparent prob- 
lem to society and a more obvious threat to the 
individual than the primary psychopathology, and al- 
coholics, in addition to their primary psychopathol- 
ogy, do have certain personality characteristics in 
common that tend to set them in a class by them- 
selves. Furthermore, the treatment of the primary 
disorder is usually impossible as long as the use of 
alcohol persists. 

Psychotherapy in some form or other, whether it 
be “just talking things over’ with the family phy- 
sician or spiritual advisor, group therapy in A.A., 
individual sessions with a psychiatrist, or some other 
method or a combination, is a basic essential in the 
successful treatment of any alcoholic. In some cases, 
the only practical or even possible way to handle 
the patient is to attempt to restore the defenses 
against anxiety which often served the patient well 
before alcoholism developed. It is better to reinforce 
these defenses than to attempt insight therapy with 
the hope of bringing about any great personality 
structural change. Others can benefit materially from 
individual psychotherapy, and occasionally a com- 
plete analysis is indicated. The latter are time con- 
suming and expensive procedures that could not pos- 
sibly be applied to every case, even if all alcoholics 
were suitable subjects. 

In dealing with the alcoholic, even the experienced 
psychotherapist is ever aware of the danger of too 
much probing into the patient’s life and emotional 
problems, stirring up more than he can handle, and 
he is even more cautious of offering too many in- 
terpretations that the patient may misunderstand or 
misuse. 

Our social thinking is gradually getting away from 
the old concepts that alcohol per se is the basis of the 
alcoholic’s problem, and that it is all a matter of 
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“will power” that has caused the alcoholic to be 
treated with so much contempt, neglect, derision, 
and ineffective forms of punishment for so long. The 
amount of research that has been done in the field of 
alcoholism is woefully inadequate, compared to that 
which has been done in other medical areas, and this 
situation is undoubtedly, to a great extent, due to 
society’s moralistic attitude toward the problem. 

In order for a general hospital to successfully treat 
alcoholics, the patient must be viewed in an entirely 
objective and realistic manner. Most alcoholics, even 
though quite intoxicated, are quick to recognize any- 
thing the least bit contemptuous or punitive on the 
part of the staff, and such attitudes usually lead to 
failure as far as therapy is concerned. The attitude 
of self assurance that the alcoholic so frequently dis- 
plays must be recognized as merely a shell or a 
cover-up for a deeply anxietous individual who has 
learned to use alcohol, at least in part, to allay his 
anxieties and tensions. It must also be accepted that 
any direct attack upon this self assurance which 
would be a direct “loss of face’ is absolutely in- 
tolerable and frequently leads to immediate return to 
drinking. The fear of death or disease is certainly 
not much of a deterrent to the use of alcohol. One 
group studied? revealed 11 per cent as actual suicides, 
and 28 per cent died directly or indirectly as a re- 
sult of alcohol. 

Alcoholics in general handle their resentments and 
hostile or aggressive feelings poorly with inadequate 
normal outlets and, for that reason, inappropriate 
displays are certainly easily precipitated. 

No general hospital wishes to become a place for 
alcoholics to sober up and get into condition to 
resume their drinking, thus aiding and abetting the 
process; neither do they want to accept alcoholic pa- 
tients whom they are incapable of handling. The 
selection of cases, along with the attitude of the 
hospital, may determine the success or failure of any 
treatment program. 

The evaluation of treatability in the case of an al- 
coholic is similar to that of any other disorder. The 
more adequate the individual’s adjustment to society, 
prior to the onset of the drinking, the more likelihood 
there is to restore the individual to his previous ad- 
justment or, in some cases, improve on the original. 
The basic underlying personality structure has a great 
deal to do with the prognosis. 

The very immature, unstable person whose be- 
havior disturbances date back to early life, in- 
cluding that group often referred to as “‘psychopaths,”’ 
who have started excessive drinking early in life, 
generally offer a poor prognosis. We do quite fre- 
quently see schizoid individuals (even borderline 
schizophrenic persons) who have shown a poor ad- 
justment in certain areas of the total situation but 
have been fairly successful economically, actually 
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show great improvement in the total personality pic- 
ture after a short hospitalization and identification 
with Alcoholics Anonymous. The drinking in such a 
person usually starts at a later period in life, and 
we frequently find long periods of abstinence inter- 
spersed with periods of excessive alcoholism. Al- 
though one must consider the diagnostic pattern of 
the basic personality, one is really more interested 
in the individual’s adjustment pattern than he is in 
any one categorical diagnostic entity. 

The classification of alcoholics offered by Bowman 
and Jellinek® is probably the most practical one we 
have. A large percentage of alcoholics fall into the 
category of secondary addiction. This individual 
usually gives a history of a fairly adequate adjustment 
in early life. He usually goes through a period of 
social drinking which gradually becomes heavier, he 
depends more and more upon alcohol through emo- 
tionally tense periods or situational crises, and final- 
ly finds alcohol a necessary part of his environment. 
He can no longer control his drinking and frequently 
gets to the place where he has the tell-tale ‘‘morning 
shot.”” This individual has many personality assets 
which can be relied upon, and, aside from his al- 
coholic life, has been a pretty capable person. The 
general hospital should have a high percentage of 
success with this type of individual. When these 
individuals have difficulty maintaining sobriety or ex- 
perience nervous symptoms while maintaining it, 
they usually accept psychiatric referral quite well and 
make excellent patients with a minimum of help. 

There are two other groups of alcoholics that have 
been described in which the prognosis is not so good. 
One is the symptomatic drinker who has a severe 
underlying neurosis or even a psychosis, and drink- 
ing is only one of many symptoms. This type of in- 
dividual may need treatment in a psychiatric hospital. 

Another type of alcoholic about which we know 
very little is usually referred to as the “‘essential al- 
coholic’’* or the “addictive alcoholic.”’* This individ- 
ual launches on a career of severe alcoholism early 
in life. As a rule his adjustment even without alcohol 
has never been really satisfactory. Attempts to in- 
terrupt the drinking are usually quite turbulent and 
purely temporary. These are the individuals who 
frequently go on to the development of Korsakoff’s 
psychosis or some of the other chronic organic de- 
teriorated conditions frequently associated with al- 
cohol. 

The diagnostic differences between these types of 
alcoholics are not always clear-cut. Consequently, in 
any case we must depend not only on the patient's 
past history but also to a great extent on the in- 
dividual’s motivation and a sincere desire for help. 
This can only be determined by evaluation of the 
total situation. Few alcoholics present themselves for 
treatment without a certain amount of coercion or 
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pressure of some type. This pressure may come from 
many different sources, and we must carefully evaluate 
how much of a genuine desire it creates in the in- 
dividual. 

There is some truth in the old saying, “The al- 
coholic must hit what is bottom for him before he 
can come up.” It is only reasonable that no individual 
would give up his drinking as long as it is serving 
a purpose, or at least as long as he thinks it is serv- 
ing a purpose and he sees no great need to dis- 
continue. Undoubtedly many alcoholics have entered 
a hospital or taken some “‘cure’”—not because they 
saw any need of it at all but because pressure at home 
was just too great and compliance was the easiest way 
to “get them off my neck.” Of course, the individual 
would return to his drinking as soon as he was 
dismissed, and then he had a counter argument in 
the form of “Well, I took your old cure and it 
did not do any good.” 

Many social drinkers have discontinued the prac- 
tice because those about them objected, but a more 
intense motivation than this is required by the 
genuine alcoholic. He must completely accept the idea 
that alcohol has become his master, and it is up to 
him to find a way out. Most alcoholics need oui- 
side help. Occasionally we will find a fairly heavy 
drinker even in the group of secondary addicts who 
has sufficient insight and adequate personality re- 
sources to discontinue the use of alcohol by himself. 
This, of course, lends credence to the “will power” 
idea. The individuals who have undergone the long- 
est periods of sobriety have, for the most part, been 
those who sought help from the hospital or other 
agencies at their own request, often looking very 
much the worse for wear and tear at the time and 
frequently quite intoxicated or in a state of severe 
hangover. In some way or other they manage to get 
there under their own power and blurt out what 
could be paraphrased, “I’ve got to have help—I’ve 
just got to get away from this thing that is ruining 
me.” 

Once the alcoholic is admitted to the general hos- 
pital, the first problem in many cases is that of acute 
intoxication which is a self limited condition, but the 
oxidation of alcohol can probably be hastened by the 
administration of oxygen. The method of Davis and 
Robertson® consists of the administration of pure ox- 
ygen by mask for 20 minutes out of every hour for 
the first 6 hours or, in case of a psychotic episode or 
delirium tremens, it may be carried on for 24 to 48 
hours. 

A complete medical examination and indicated 
laboratory procedures are, of course, necessary in all 
cases. In practically every case of severe alcoholism 
there are some nutritional and metabolic factors that 
require attention. The alcoholic is almost invariably 
dehydrated and deficient in salt and in vitamins of 
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the B complex group; usually his protein intake has 
been inadequate. If he has been drinking heavily, he 
has had a fairly high caloric intake from his alcohol 
which, of course, is metabolized as a carbohydrate at 
the expense of other foods. 

One fairly satisfactory plan is to administer in- 
travenously, and as early as possible, 1000 cc. of 
10 per cent glucose in saline to which an ampule of 
one of the parenteral vitamin B complex prepara- 
tions is added and reinforced with 100 mg. of vi- 
tamin B,, 1000 mg. of nicotinamide and from 50 to 
500 mg. of ascorbic acid. Another 1000 cc. of 10 
per cent glucose in water may be given 12 hours later 
without the vitamins. This procedure is usually car- 
ried out daily for several days. In individuals with 
no evidence of renal disorder, one may give 15 gr. 
of sodium chloride in enteric coated tablets four times 
a day. Caution is used in elderly individuals who 
may have circulatory or rena] impairment. ‘ 

The patient is frequently nauseated, certainly has 
no appetite, and may be unable to handle food. Fresh 
orange juice is much appreciated by most patients and 
apparently does a great deal to stimulate an appetite 
for other foods. Frequently it is the only thing that 
is really relished by mouth, and it has been my ex- 
perience that the artificially flavored orange drinks 
or the dried preparations are not a substitute for 
either the fresh juice or the concentrated frozen 
product. 

When a sedative is necessary, paraldehyde is prob- 
ably the sedative of choice. It may be given by mouth 
or by rectum in two- or three-dram doses. Frequently 
patients managed as outlined above may get along 
fairly well without sedation or with just an occasional 
dose—a disturbed patient may need to have it admin- 
istered fairly frequently within the first 24 to 48 
hours. 

The promiscuous use of barbiturates in alcoholics 
usually leads to disaster by increasing restlessness and 
confusion and even precipitating a psychosis. Mor- 
phine in the alcoholic is a dangerous respiratory de- 
pressant.6 Chloral hydrate has two disadvantages. 
One, of course, is the fact that chloral hydrate com- 
bines with alcohol to produce a toxic product, chlo- 
tal alcoholate or the well known knock out drops, 
and of course this chemical reaction could take place 
in the patient’s stomach as well as in the laboratory 
beaker. An additional disadvantage is the fact that it 
is easily taken, has no tell-tale odor, and the patient 
may substitute it for alcohol. In well controlled 
selected cases it may be of value. 

Paraldehyde has a nasty, vile taste, and one cer- 
tainly does not want to use it as a punitive measure. 
It is well to explain to the patient who is not 
acquainted with this drug what he can expect and 
why it is given. My nurses are instructed to put the 
given amount of paraldehyde in about one and one- 
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half ounces of orange juice and stir this briskly until 
it gets almost to the patient's lips. The patient is en- 
couraged to take it down at one gulp, followed by 
a chaser of orange juice. 

Adrenal cortex, as recommended by Smith,’ is 
frequently used with considerable success in the early 
treatment of an alcoholic patient. However, if used 
in adequate dosage, it does involve considerable ex- 
pense, and expense is sometimes an important item 
with the alcoholic in the general hospital. The use of 
ACTH has also been reported’ to be successful in 
cases of delirium tremens. However, with adequate 
early treatment as outlined above, severe delirium 
tremens is seldom a serious problem. 

In addition to dealing with the physical aspects of 
the alcoholic, we certainly must not forget the psy- 
chological problem. Probably the worst thing that can 
happen to an anxietous alcoholic during the with- 
drawal phase is to be restrained in bed or locked in a 
room alone. The insecurity that exists in these in- 
dividuals really shows up at this time, often in the 
form of aggressive or psychotic behavior, or even 
both. The entire treatment program must be oriented 
toward meeting the patient’s needs, and not the least 
important part of this is establishing the patient's con- 
fidence and good rapport with the hospital staff. 

Rather than restrain the disturbed alcoholic, or 
even when restraints are necessary to allay panic, it 
is desirable to have someone with the patient. The 
mere presence of another person in whom they have 
confidence provides a source of protection that does 
a great deal to allay fear and avoid delusions and 
hallucinations. In most cases this can be arranged for 
a few nights by friends, relatives, or occasionaliy 
volunteers from Alcoholics Anonymous, usually in 
relays. It is important that this individual not be an 
authoritative figure, nor should he be excessively 
solicitous, but simply another individual who gives 
the alcoholic a source of confidence. Having the 
patient near a nurse’s station where she can step in 
frequently will often suffice with disturbed in- 
dividuals. Although these visits may be brief, they 
tend to alleviate the anxiety that accumulates with 
loneliness. The well managed alcoholic can be han- 
dled with less disturbance than many postoperative 
patients. 

The alcoholic invariably has a lot of things he 
needs to talk about, and it is interesting how much 
he can get “off his chest’ in a short period to the 
physician who is not critical, punitive, or condoning 
but simply tolerant with the problem, understanding, 
and willing to help. For the average uncomplicated 
case, five to seven days of hospitalization will usually 
suffice, but plans for the next step should be made 
well in advance of dismissal, and the patient should 
have slept well several nights without sedation before 
he is ready to leave the hospital. 

Almost every Kansas community has additional 
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resources which can be called upon anticipating dis- 
missal, and probably worthy of first mention is the 
local Alcoholics Anonymous organization. It is cer- 
tainly not enough to sober a drunk and turn him 
over to A.A. as one would pull a wrecked car out 
of the ditch and send it to a shop, but A.A.’s do 
have a keen insight into the motivation of the in- 
dividual and a day to day philosophy, a religion, and 
a form of group therapy that has made an outstand- 
ing reputation for this organization. This group can 
be called upon relatively early in the course of 
therapy as most organizations have a few men who 
have had quite a wide experience in the initial in- 
terview. 

Occasionally a patient will refuse such*a contact, 
but in my experience refusals have been relatively 
few, particularly when the introduction is arranged 
with no betrayal of confidence and still no show of 
authority. The patient’s permission can be solicited 
with a remark something like this, “Would you 
mind if we called in a member of Alcoholics Anon- 
ymous to talk this matter over with you and see if he 
has anything to offer that you might want?” The 
patient will usually give it a try. The physician should 
by all means see the patient at regular stated in- 
tervals following dismissal for symptomatic and sup- 
portative therapy, even if no regular medication is 
given. 

The Salvation Army offers valuable help as the 
next step from dismissal from the general hospital 
in certain types of cases, although their facilities are 
not available in many of the smaller communities. 
However, in some areas they are doing a fine piece of 
work with their long-term rehabilitation program. 
This is a service that deserves support and encourage- 
ment by physicians as individuals as it is one of our 
valuable adjunctive therapies. 

We have many other social agencies, including the 
county welfare organization, which may have val- 
uable services to offer in selected cases, and of course, 
sooner or later a number of alcoholic clinics will be- 
come a reality. 

Another source that is always worth investigation 
is the individual’s own family. It is always worth- 
while to make at least some investigation as to the 
family relationships and what the family attitudes are 
toward the patient’s behavior. Are they punitive, 
over-protective, dominating, over-solicitous? Are they 
putting too many demands on the patient, or are 
they not offering the patient sufficient responsibility ? 
It is quite difficult for a family to have an alcoholic 
member without showing considerable shame, hostil- 
ity, or guilt, and this can well be expressed in a 
deleterious manner toward the patient. Giving the 
relatives a chance to unload their feelings often helps 
to soften this attitude. If the listener will manage to 
keep quiet and do no probing, the relative will fre- 
quently wind up by evaluating the patient’s assets and 
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show a desire toward really helping him rather than 
punishing him for his past or policing him in the 
future. 

I have found it to be a poor prognostic sign to 
have a husband identify with A.A. if his wife re- 
fuses to attend any of the open meetings or as- 
sociate with the other wives at any of the A.A. func- 
tions. This invariably means that she is ashamed, 
hurt, hostile, not understanding, or has some other 
feeling which prevents her from considering “our” 
problem, and she is not in a position to give the hus- 
band help that he will need. 

I recall talking to one such wife of an alcoholic 
shortly after she had been inadvertently thrown into 
the company of a number of other A.A. wives. Her 
reaction was one of astonishment. She started off by 
saying, ‘“Once those women found out that my hus- 
band was an alcoholic too, I didn’t have a secret in 
the world. They don’t ask you if you have a financial 
problem, social or sexual problem, or if the children 
are unhappy or anything—they know you have prob- 
lems like that. You might as well open up and dis- 
cuss it and get all the help you can. They stopped 
treating it as something to be ashamed of long ago.” 

There are many valid arguments against hospital- 
izing all alcoholics in psychiatric hospitals. In the first 
place, we do not have enough psychiatric beds to ac- 
commodate them, nor do we have enough psychi- 
atrists and clinical psychologists to carry on their 
ordinary work and assume responsibility for the 
3,800,000 individuals in the United States who have 
an alcoholic problem.§ Suppose, however, we did 
have sufficient personnel and beds. We must con- 
sider that the alcoholic has already quite well stig- 
matized himself in the community by the use of al- 
cohol, directly or indirectly; if we add to that the 
stigma that is frequently associated with psychiatric 
hospitalization, we have actually increased the in- 
dividual’s burden. 

Very few alcoholics require prolonged hospitaliza- 
tion. As a rule, after a few days or even a few 
weeks at the most, they can be handled on an out- 
patient basis . . . this means that when the individ- 
ual has been hospitalized at some distance from his 
home, the treatment process that has been set up 
has to be disrupted and a new one established. This 
offers an excellent opportunity for a relapse. Another 
strong argument for treating the patient as near his 
home as possible is the fact that frequently the fam- 
ily plays an important part in the treatment and they 
need to participate in therapy plans, attitudes, and 
rehabilitation. 

From the standpoint of the average psychiatric 
hospital, alcoholics present a particular problem in 
that their needs are not those of any other particular 
group in the hospital. If alcoholics are to be treated 
in any great numbers, they certainly require a special 
section with facilities for adequate examination, ad- 
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equate medical care, and a program oriented toward 
a short period of hospitalization in contradistinction 
to the relatively longer period required by most 
other psychiatric cases. 

From the standpoint of the alcoholic himself, 
there are a few things of considerable importance. 
In the first place, the attendant court procedure and 
transportation to a psychiatric hospital frequently 
precipitate more hostility in an individual who is al- 
ready handling his hostile feelings poorly. Occasional- 
ly it engenders a feeling of hopelessness which cer- 
tainly must be overcome before any real progress can 
be made. Then, there is the matter of timing. The in- 
dividual may be receptive at one time, but several 
days or weeks delay in the admission procedure may 
result in total loss of an excellent opportunity. 

During the early phase of the treatment, there is 
little that the psychiatrist has to offer that the general 
practitioner or internist cannot do. Psychiatric evalua- 
tion of the underlying psychopathological processes 
is quite impossible before the patient is well “dried 
out.” It is only proper that the screening be done as 
near home as possible and with as little disruption 
of social, family, and economic life as expedient. 
Those individuals in whom further psychiatric care 
is necessary can frequently be handled on an out- 
patient basis or by transfer to the psychiatric hos- 
pital when it is definitely seen that that need exists. 


CONCLUSIONS 


We do have a serious alcoholic problem that the 
public has shown indications of facing in a realistic 
and objective manner. Research on this subject has 
been seriously neglected, and our present facilities 
are inadequate, but our greatest deficiency at present 
lies in our failure to organize and utilize the knowl- 
edge and facilities we have. It is highly desirable to 
treat as many alcoholics as possible on a local level, 
and the general hospital can play a major role in 
solving this imporant public health problem. 
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Treatment of the Alcoholic Patient in 
Kansas State Mental Institutions 


George W. Jackson, M.D. 
Topeka, Kansas 


Additional attention has been focused in recent 
years on treatment of the alcoholic patient in state 
mental hospitals in Kansas. Prior to that time, he 
was frequently treated in the community as a “com- 
mon drunk,” and little effort was made to try to 
discover the underlying causes of his drinking or to 
help him with his problem. 

As Kansas’ mental hospital program developed 
and more qualified professional personnel became 
available to treat patients of all types in state hos- 
pitals, treatment programs for citizens of Kansas 
suffering from this disease were begun. Each of the 
three state mental hospitals—Larned State Hospital, 
Osawatomie State Hospital, and Topeka State Hos- 
pital—now has a formal program for treatment of 
the alcoholic patient. A description of each of these 
programs has been prepared by a physician in each 
hospital as part of this article. 

Co-operation of Alcoholics Anonymous and the 
recently created Commission on Alcoholism has been 
a major factor in developing the alcoholic program 
in state hospitals. 

During the calendar year 1953, alcoholic patients 
represented approximately 9 per cent of admissions 
to state mental hospitals in Kansas. One hundred 
twenty-two patients were admitted who were di- 
agnosed as alcoholics. These patients spent a total 
of 7,545 patient days in the hospitals for an average 
stay of 61.8 days per patient. Ninety-five of these 
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patients received medical treatment, and 104 were 
given psychiatric treatment. 

Forty-five of these patients came to the hospital 
on their own referral, 9 were referred by their phy- 
sicians, and the remaining 68 were referred through 
probate courts on complaint of relatives, neighbors, 
police departments, county attorneys, Salvation Army, 
and others. 

Most hospitals recommend that the alcoholic 
patient come to them on a referral order from the 
probate court, so that treatment may be planned and 
carried through to a medical conclusion. The “vol- 
untary patient” may decide to leave the hospital 
before he has received maximum benefit from the 
treatment. Under present laws, there is nothing the 
hospital can do except release him, unless his con- 
dition is such as to warrant the filing of a com- 
plaint with the probate court at that time. 

The principal limitation in treatment of alcoholics 
in our state mental hospitals at present is the lack 
of sufficient beds and the general shortage of trained 
personnel. Of course, this applies to patients suffer- 
ing from other mental illnesses as well. 

Additional research into problems of the alcoholic 
patient is needed. It is significant to note the varia- 
tions in treatment and approach to the problem in 
the three mental hospitals. Perhaps a more universal- 
ly accepted treatment can be developed through their 
combined efforts. 

A summary of the type of treatment offered at 
each of the state mental hospitals follows. 


Larned State Hospital 
Earl F. Morris, M.D., Staff Physician 


SOBERING THE ACUTELY INTOXICATED INDIVIDUAL 


Treatment at this stage is directed toward correct- 
ing dehydration and electrolyte imbalance, vitamin 
deficiency, protein deficiency, and central nervous 
system irritability. 

We handle these patients without restraint, if 
at all possible, and start intravenous glucose 5 or 10 
per cent in normal saline, 2 liters every 12 hours. 
We do not add alcohol 5 per cent to this fluid since 
small amounts of intravenous alcohol seem to ag- 


gtavate symptoms. 


Sedation is secured by pataldehyde, 4 drachms 
every 4 to 6 hours the first day or two, or phe- 
nobarbital, 3 grains by mouth or hypodermically for 
the first 3 days. This may be supplemented by nem- 
butal in 3 grain doses if needed. Of late, we are 
favoring the latter program instead of the paral- 
dehyde. 

Vitamin deficiency is treated by giving thiamine 
chloride parenterally for the first week. 

We withdrawMiquor more rapidly than some and 
rarely permit any after the second day. The first two 
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days we give 2 ounces of whiskey every 4 hours while 
the patient is awake and taper off rather rapidly. 

If delirium tremens threatens, we give cortisone 
in 25 mg. doses every 6 hours. 
If, for some reason cortisone is contraindicated, 
we give 30 per cent alcohol intravenously in 50 cc. 

to 125 cc. amounts every 4 hours for a day or two. 

As soon as food is tolerated, the patient is en- 
couraged to take small amounts of solid food and 
increase it as tolerated. 


TREATING THE CHRONIC ALCOHOLIC 


| After the patient is sober, the program of treating 
his or her chronic alcoholism begins. While some 
benefits can be secured by using the principles of 
group therapy, it is extremely important at this point 
to recognize the need for individualizing. A program 
of handling which is helpful to one may actually 
drive another patient to drink. We have seen this 
happen. 

Since so many alcoholics have psychoneurotic or 
personality disorders, we give attention to these 
basic conditions of which alcoholism is merely a 
symptom. Occasionally, alcoholism is merely a symp- 
tom of increased psychomotor activity, and electrocer- 
ebral therapy directed toward alleviating the mania 
or hypomania aids greatly. 

Psychotherapy is directed toward helping the pa- 
tient understand himself and his problems; it fre- 
quently includes conferences with wife, parents, or 
close friends. This therapy is handled in groups and 
individually. Early use is made of Alcoholics Anon- 
ymous, and most patients are urged to attend A.A. 
meetings. We have a group which meets in our 
hospital library each week and consists entirely of 
our own patients and employees. There is also a 
strong group in Larned which meets weekly, and our 
men attend regularly. We feel that A.A. is one of 
the most effective measures, if not the most effective 
measure, we employ. However, there is an occasional 
patient this group does not reach, and such patients 
should not be over-urged to attend. The program 
simply does not appeal to an occasional patient, and 
we must individualize our treatment. 

We use antabuse selectively and only if the patient 
is heartily in favor. If the patient’s home and com- 
munity life is such that taking the first drink is 
an especial problem, then antabuse is discussed with 
him. If he decides to take this treatment, we follow 
the usual procedure of checking him carefully in a 
physical way. Extensive laboratory work is done, in- 
cluding electrocardiogram, electroencephalogram, bas- 
al metabolic rate, blood examination, urine analysis, 
chest x-ray, and liver function tests, together with the 
fasting blood sugar. Some of these tests are routine 
for all patients admitted to the hospital, whether 
alcoholics or not. 
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_If all tests are favorable, antabuse is given, fol- _ accurate. 


447 


lowed by a test dose of the patient’s favorite al- 
coholic beverage. He is later released from the hos- 
pital with instructions for continuing to take antabuse. 
He also returns to the hospital for rechecks over a 
period of several months. 

We are giving less and less antabuse. The patient 
must be thoroughly sold on the idea of sobriety if he 
continues to take it, and if he has that attitude, he 
probably doesn’t need the antabuse. 

If there is one point we stress in our psychother- 
apeutic handling before the patient is sent out, it is 
the point of insisting that he learn to stand on his 
own feet, make his own decisions, and be respons- 
ible to himself. Too often, these patients come to us 
having been closely supervised by relatives and 
friends in such a way that those people are making 
all major decisions. Liquor bottles are hidden, money 
is restricted, use of the car is prohibited, and as- 
sociates are selected. If, under such a program, the 
alcoholic outwits his supervisors and becomes in- 
toxicated, he regards it more their fault than his own 
because they were not smart enough to hold him in 
line. If, however, he is making the decisions, then 
he has no one to blame but himself. 

After patients have been “dried out,”” we find this 
difference in handling is important. As a result, we 
early give full ground privileges, later town priv- 
ileges, and soon the patient is running his own life 
100 per cent and we are not watching to see if 
he goes on a “binge.” Usually, he decides when he 
should go home and how. Always he is permitted 
to make whatever trips he wishes while here. An al- 
coholic usually thrives on the feeling that he is a 
responsible person again, capable of making his own 
decisions and even helping someone else who is 
down. 

We make use of all adjunctive therapies when 
they seem appropriate. Recreational and occupational 
therapy are useful in many cases. Our chaplain and 
our social workers also play an important part in giv- 
ing the alcoholic a new outlook on life and a new 
sense of values. Merely being in a state institution 
where he sees to what levels the human mind can 
deteriorate if proper habits of living are neglected 
is in itself a sermon to many, and they often men- 
tion this phase of treatment and its benefits. 

We seldom keep chronic alcoholics here longer 
than six weeks. Some of them are here only a month. 
Hospitalization that is too prolonged is more likely 
to do harm than good. 

It is too early to give accurate figures on results. 
“Cure” is a relative term. All we can say at present 
is that possibly something over 60 per cent have 
gone out and stayed out. They seem to be leading 
useful lives. However, it will be at least five years 
before we can release statistics that can be considered 
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Osawatomie State Hospital 
J. E. C. Morton, M.D., Staff Psychiatrist 


The present program for alcoholism has been in 
operation at this hospital since January 1, 1954. Con- 
sequently, we are not yet in a position to report re- 
sults; however, I think it is fair to say that this has 
dealt with some of the problems in this difficult area 
fairly successfully. The basis of this program is as 
follows. 

Recognizing that there is nothing to be gained by 
a short drying out period and a quick discharge for 
these patients, we are accepting them on a basis of a 
90-day referral by the court. This is the preferred 
method of admission. 

The treatment itself consists of a six weeks course 
(Table I), at the end of which time the patient is 
dismissed with the warning that a second referral 


by the court will entail a stay of a full period of 90 
days. Broadly, the course consists of a brief (48- 
hour) drying out period during which the patient 
is given sedation as required. This is followed by 
sedative and tonic hydrotherapy as required, which 
may extend as long as necessary in the individual 
case. The rest of the patient’s time is taken up by 
occupational and recreational therapy and working 
around the wards. The patient is expected to do 
chores of a necessary kind for other people without 
expectation of special reward for himself other than 
the attaining of ground and canteen privileges. These 
privileges are promptly withdrawn if the patient 
ceases to cooperate with the program. 

At the end of 30 days, the patient’s physical health 


Routine Orders for 
Six-weeks course 
Ist Day 


. EEG (if cooperative) 

. Skull X-ray 

. Icterus Index 

N.P.N. 

. Urinalysis 

. C.B.C. and Nb. 

. Hydrotherapy—continuous tub P.R.N.—2 

hours 

8. Chloral Hydrate 2 drams (2) every 3 hours 
for not over 2 doses—if patient has been on 
antabuse 

9. Paraldehyde 2 ozs.—if patient has not been 
on antabuse 

10. EKG 

11. Routine Blood Sugar—Glucose tolerance test 
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2nd Day 


1. Chloral Hydrate 2 drans—once for the an- 
tabuse patient 
2. Paraldehyde 1 oz. if patient has not been on 


antabuse 
3. Hydrotherapy—tubs a. m. and p. m.—1 to 


2 hours 
4. Needle showers P.R.N.—at least B.I.D. 
5. Brewers Yeast one Tab. B.I.D. for one week 


3rd Day 


1. No sedation at all 
2. Put to work if able. Or to occupational 


therapy 


the Alcoholic Patient 


3. Needle showers—daily for 1 week 
4. Tubs—daily 


4th Day 


1. Tubs—daily 
2. EEG (if not done previously) 
3. Liver function tests as requested by physician 
5th Day to end of course 
O.T., R.T., or employment, with daily tub 
and needle shower, outdoor exercise. 
14th Day 
1. Start Antabuse Therapy 4 tablets H.S. (5 
grn.) 
15th Day 
1. Antabuse—Tabs. 3 HLS. 


16th Day 
1. Antabuse—Tabs. 2 HLS. 


17th Day 
1. Antabuse—Tab. H.S. 


18th Day 


1. Antabuse—l/, Tab. each night. Continue to 
30th day and onwards. 
After 30 days of antabuse, give first sien 
trial. Then in one week, another. 


Patient leaves at the end of six weeks with a 
week's supply of antabuse. 
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is usually greatly improved. Meanwhile he has 
started on antabuse, and on the 30th day after ad- 
mission he is given his first antabuse test with al- 
cohol. Medication with antabuse is continued for a 
week when the second antabuse test is given, and 
the patient is then discharged with the warning 
quoted above, a week’s supply of antabuse, and in- 
structions to obtain further supplies through his own 
doctor. 

Group psychotherapy is another part of this pro- 
gram which has ‘its importance, but it is not heavily 
emphasized for good reasons. Among these is the 
, fact that the patient does not stay in the hospital 
for a long enough period, and little can be expected 
from group psychotherapy under such conditions. 

As soon as the patient comes out of the toxic 
condition with which he was admitted, it is explained 
to him somewhat forcibly that he cannot expect 
miracles to be performed here or anywhere else, 
either by means of antabuse or any other crutch; 
that the question of whether or not he remains an 
alcoholic is for him to decide. We will help him to 
“straighten out,” but we cannot do it for him. This 
is his problem which he will have to solve from 
within his own resources. All we can do is to show 
him how. This is reiterated at intervals throughout 
his stay in the hospital. Alcoholics are treated exactly 
the same as other patients in the hospital and are 
not allowed to consider themselves a class apart or 
privileged characters. 

It is frequently impressed upon them that they 
are immature, overly dependent characters who need 


to grow up, do things for other people, and cease ’ 


to be dependent for their needs. They are also en- 
couraged to attend meetings of Alcoholics Anon- 
ymous, either in the town or the group which meets 


Topeka State Hospital 
Stuart Averill, M.D., 


The alcoholic program of the Woodsview Section 
of Topeka State Hospital, still in its infancy, grew 
out of a spontaneous interest on the part of all 
members of the section in the alcoholic patient and 
in the real need for evolving an effective method of 
meeting his demand for psychiatric treatment. 

We felt that the alcoholic patient is a sick person, 
no more responsible for his activities when drinking 
than is the schizophrenic for his delusional system 
or his psychotic actions. Because of his intact intel- 
lectual functions and his ability to present himself 
as an extremely lovable, although mistreated person, 
the alcoholic attracts individual interest from hospital 
personnel and the investment of considerable ther- 
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in the hospital itself, or both. Briefly, they are 
given every opportunity and encouragement to “‘re- 
form,” and ways in which they may do this are 
pointed out to them. They are also confronted with 
their own inadequacies as occasion and opportunity 
offer. 

The above is the program as applied to the com- 
mon, uncomplicated type of alcoholic without ma- 
jor problems other than alcoholism. Where we have 
reason to suppose that an underlying psychosis is the 
cause of alcoholism or is a prominent part of the pic- 
ture with which the patient enters the hospital, the 
policy is to deal with the alcoholism first and with 
the psychosis, separately, later. 

There is also a routine laboratory investigation 
which is designed to discover co-existing physical 
ailments such as diabetes, impairment of liver and 
kidney function, and organic central nervous system 
lesions. Chest and skull x-rays are included in this, 
as are an electroencephalogram and an electrocar- 
diogram. Such physical conditions as are revealed by 
these testing processes are dealt with to the best of 
our ability and within thé framework of the hospital. 

In cases of serious brain damage, other central 
nervous system lesions, or active psychosis, it is the 
policy, if this is considered to be in the patient's 
best interest, to have him committed and allowed to 
return home so long as he is able to make a successful 
adjustment. If he proves himself unable to do this, 
he becomes a custodial case and is transferred from 
the Receiving Building to the Continued Care service 
of the hospital. 

Modification of this program from time to time 
as it seems advisable may be made in the light of 
experience in its operation. 


Psychiatric Resident 


apeutic enthusiasm. All too often the results of in- 
tensive individual efforts at therapy are disillusioning, 
when the alcoholic begins drinking again, and pes- 
simism may develop about any form of treatment. 
With these ideas in mind, it was felt that all de- 
cisions regarding alcoholic patients should be on the 
section level with all the staff participating. 
Alcoholic patients and their treatment program 
have been subjects of a two-hour meeting every two 
weeks for the past eight months. In our approach 
to the problem of the alcoholic, we have utilized 
our general knowledge of the treatment of any men- 
tal illness and have been non-punitive and non- 
moralistic, but authoritative. The program and the 
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individual needs of the patients in it are under con- 
stant consideration. This has led to a flexible struc- 
ture. 

In the 8 months that the program has been evolv- 
ing, 14 patients have been included in the group 
of alcoholics. Selection of patients for the group 
has been made by using as broad criteria as possible. 
The only patients with a presenting symptom of al- 
coholism who are excluded from the group are those 
with psychotic reactions or organic brain disease. The 
apparent conscious motivation of a patient has not 
been found to be a particularly useful indication 
of his ability to benefit by a structured treatment 
program. 

On. admission, as with all patients, the alcoholic 
is assigned to one psychiatrist who studies him as a 
whole person, obtains the story of his life, examines 
him carefully from a physical and mental stand- 
point, and determines what assets he has which might 
be used in his treatment. In addition, the psychiatrist 
requests psychological tests which give further in- 
formation about the patient’s emotional life. Social 
service workers meet with the patient’s family to 
obtain information about him and to determine if 
casework with the family will be of benefit. 

At the end of three weeks, the patient is seen in 
a meeting of the section staff, available information 
is reviewed and discussed, and a decision is made 
as to whether or not he should be included in the 
alcoholic program. 

The alcoholics in the program are on a closed ward 
with other mentally ill patients, most of whom are 
quiet and undisturbed, although most are psychotic. 
The group has to abide by the general rules of the 
hospital and of the closed ward, although all of 


. their activities are uedertaken as a group. The patient 


continues in the structured program for a period of 
90 days, at which time he is again seen in a staff 
conference, and further treatment recommendations 
are made. 

The psychiatrist who initially examines the patient 
maintains contact but is not actively concerned with 
his treatment. One ward physician ministers to all 
patients in the group, takes care of their physical 
needs, and supervises the structured program. An- 
other psychiatrist directs group therapy meetings. 

The daily routine of the group consists of four 
hours of semi-skilled labor in the mornings under 
the supervision of an industrial therapist. Work has 
consisted of pouring concrete, plastering, and per- 
forming general repairs about the hospital. In the 
afternoon, 11/4, hours are given to shop and craft 
work with other mentally ill patients, and it is hoped 
the alcoholic will select a hobby and learn to enjoy 


-working with his hands. In addition, there are two 
-half-hour periods of music therapy a week especial- 


ly for this group, where one patient selects a program 


of music which pleases him and presents it to the 
rest of the group for their listening enjoyment. The 
group has one hour each afternoon to go to the 
canteen and to walk about the grounds. The group 
attends regular hospital activities in the evenings— 
dancing and movies. 

An effort is made to meet requests of individual 
patients for activities outside the regular program 
if this is felt to be therapeutic. There is a one-half 
hour administrative meeting a week with the ward 
physician at which time complaints regarding the 
structure of the program are heard and discussed. 

There are two hours of group therapy a week, 
led by a psychiatrist, in which the section psychologist 
acts as an observer and recorder. An effort is made 
at these times to get patients to look at themselves 
and their problems realistically and to bring home 
the fact that problems which make them drink are in- 
ternal problems for which there is no magic solution. 
An effort is made to convey some idea of the nature 
and goals of psychiatric treatment. At the same time, 
the therapist does not lecture or moralize but at- 
tempts to bring the group to realize these ideas 
independently by asking questions and by crystal- 
lizing ideas presented by the group. The con- 
tent and emotional interplay of these therapy meet- 
ings is discussed and evaluated in regular meetings of 
the section staff. 

Visitors are permitted on Saturday and Sunday 
afternoons only. The regular church facilities of the 
hospital are made available to the group. Through 
the co-operation of Alcoholics Anonymous, there is 


an open meeting at the hospital once a week which ~ 


members of the group are encouraged to attend. 

There is a great deal of group cohesiveness, and 
each member of the group takes considerable interest 
in the welfare of his fellow members. Most free time 
is spent in conversation about themselves and their 
drinking problems. They have contributed to the 
sociability of the ward with coffee hours and by 
playing games and talking with other patients. Psychi- 
atric aides on the ward assist in seeing that al- 
coholics are following the program outlined for them 
and are sometimes able to point out to the alcoholic 
that some aspects of his daily behavior are childish 
and immature. 

In essence, this is the initial phase of treatment o- 
the alcoholic as it has evolved. At the end of 90 
days, the patient is again seen and discussed by the 
staff, and a re-evaluation of his level of adjustment 
is made. At this time, the recommendations are much 
individualized, depending partly on the patient's 
demonstrated motivation, and may include the op- 
portunity for individual psychotherapy with further 
hospitalization, the freedom to seek a job outside and 
live in the hospital, trial visits to home and family, 
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or dismissal as having received maximum benefit 
from hospitalization. 

Although most patients feel considerable urgency 
to leave the hospital and to try themselves out at 
this time, it has been our impression that a gradual 
separation from the hospital’s control and support 
works to the best advantage of the patient. 

Those patients who have seemingly benefited the 
most by the hospital program are those who are 
most willing to accept the recommendations made at 
the time of impending release. Alcoholic relapses al- 
so have been most common at this critical time. If 
the patient is experiencing his first admission, he is 
usually given freedom to accept or reject our recom- 
mendations, but if he has already demonstrated an 
inability to exercise good judgment in planning his 


future and accepting responsibility for himself during 
this admission or after a previous hospitalization, we 
assume a more authoritative attitude and take more 
responsibility toward seeing that his hospitalization 
is continued. 

We have felt that the hospital’s ultimate respon- 
sibility is commitment of the patient, if it becomes 
apparent that he is completely unable to manage his 
life outside the hospital. We have recommended 
this in only one case thus far. 

It is too early to evaluate our results, but the pro- 
gram to date has attracted the ideas, enthusiasm, and 
criticism of the staff, who, acting as a group, have 
tried to maintain a consistent and objective approach 
to the treatment of the alcoholic patient. 


Alcoholics Anonymous 


Mr. X 


The scene is a hotel coffee shop, during the lunch 
hour. At a table is seated a group of four men, all 
of whom appear well groomed, and they seem to 
radiate a definite sense of well being and general 
happiness. 

If you should ask who they are, the answer would 
be, ‘That’s Bill J—, president of a large insurance 
company; next to him is John M—, one of our 
town’s most highly regarded physicians; the third is 
George D—, the prominent real estate man, and last 
is Richard G—, a splendid attorney who~ is active 
in our town’s civic affairs.” 

Certainly that is an obvious and seemingly com- 
prehensive answer. Yet there is a vitally interesting 
matter which binds those four men together as 
close friends. The fact is they are all recovered al- 
coholics. If you were to talk with each separately, 
you would find that they could make practically 
identical statements, “Alcoholics Anonymous helped 
me to save my life.” 

The Alcoholics Anonymous organization has been 
active in Kansas for a little more than a decade. 
The first small group began in Kansas City and from 
there spread across the state. Currently there are about 
60 active groups throughout Kansas with more 
than 1,000 active members. 

The organization is unique in that it finances 
itself by voluntary contributions from members and 
that it is free from a maze of hindering rules and 
regulations. The qualification for membership is 
basic, simply an admission by men or women that 


alcohol has made their lives unmanageable and that 
they, as individuals, sincerely and honestly want to 
free themselves from the chains of alcohol. 

Many people are curious as to the “why” of 
the anonymous portion of the organization’s name. 
It is largely because in anonymity lies one of the 
greatest sources of strength to perform the work. It 
is a protection to the family of the new member. 
It is an equal protection to the person who becomes 
a member. He knows that his name will not be 
used and that he will not be quoted without his 
direct permission. 

The whole creed of A.A. is compactly revealed 
and contained in the organization’s ‘Twelve Steps” 
to recovery. They are: 

Step One: We admitted we were powerless over 
alcohol . . that our lives had become unmanageable. 

Step Two: Came to believe that a Power greater 
than ourselves could restore us to sanity. 

Step Three: Made a decision to turn our will and 
our lives over to the care of God as we understood 
Him. 

Step Four: Made a searching and fearless moral in- 
ventory of ourselves. 

Step Five: Admitted to God, to ourselves and to 
another human being the exact nature of our wrongs. 

Step Six: Were entirely ready to have God remove 
all these defects of character. 

Step Seven: Humbly asked Him to remove our 
shortcomings. 

Step Eight: Made a list of all persons we had 
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harmed and became willing to make amends to them 
all. 

Step Nine: Made direct amends to such people 
whenever possible, except when to do so would in- 
jure them or others. 

Step Ten: Continued to take personal inventory 
and when we were wrong, promptly admitted it. 

Step Eleven: Sought through prayer and meditation 
to improve our conscious contact with God as we 
understood Him, praying only for knowledge of His 
will for us and the power to carry that out. 

Step Twelve: Having had a spiritual awakening 
as the result of these steps, we tried to carry this 
message to alcoholics and to practice these principles 
in all our affairs. 

The last step is known as the “work’’ step, and 
A.A.'s are happy in the knowledge that they are 
able to help someone else recover—and to do it with- 
out thought of public recognition or personal, selfish 
gain. 

This creed has been described as “Christianity 
in Shirtsleeves” or “A Practical Philosophy for a 
Way of Life that Works.” Physicians across the na- 
tion whose work has brought them into contact 
with A.A. people and the A.A. organization have 
said, “A.A. is a modern miracle! It is one of the 
most inspiring activities of our time.” 

Thousands of men and women throughout 
America have been restored to their families and 
their work. Fully authenticated case reports tell of 


innumerable men and women in all walks of life 
who, after their affiliation with A.A., have created 
brilliant, worthwhile careers in both professional and 
personal life. 

One of the basic tenets of A.A. is “Take it easy.” 
The member is instructed to live one day at a 
time. In other words, a man simply says, ‘I’m not 
drinking today.” As the days accumulate, the sobriety 
record becomes months, and eventually it is charted 
in years. Many members have 10 years and more 
to their credit and bear eloquent testimony to the 
soundness of the A.A. plan. 

As men and women mature in A.A. affiliations, 
they are quick to realize and praise the work of other 
sources in battling the dread disease of alcoholism. 
A.A. members are not narrow or bigoted, and they 
observe and encourage the work of such bodies as 
the Yale Clinic on Alcohol Studies and other med- 
ical and professional groups. They know and under- 
stand the essential value of a sound body as an at- 
tribute of sound being. 

It has been aptly remarked that the A.A. philos- 
ophy could be adapted to any person’s life as a safe, 
sane, and workable method of bringing peace of 
mind, physical well being, and complete harmony 
of spirit, mind, and body. The A.A. prayer says it 
all, “God grant me the serenity to accept the things 
I cannot change, courage to change the things I 
can, and wisdom to know the difference.” 


If we are to build and maintain the strength required to 
cope with the problems of this age, we must cooperate one 
with the other, every section with all others, each group with 
its neighbors. This means domestic unity. . . . Unity does 
not imply rigid conformity to every doctrine or position of 
a particular political figure. But it does require a common 
devotion to the cardinal principles of our free system, shared 
knowledge and understanding of our own capacities and op- 
portunities and a common determination to cooperate un- 
reservedly in striving toward our truly,important goals. This 
type of unity is the true source of our great energy—our 
spiritual, intellectual, material and creative energy. 

—Duwight D. Eisenhower 
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Sodium Pentothal Solution, an Adjuvant in the 
Treatment of Acute Alcoholism 


DeMerle E. Eckart, M.D. 


Hutchinson, Kansas 


The problem of alcohol, with its slowing effect on 
conduction speed in the central nervous system, is 
unique with the nature of our particular cultural de- 
mands. The high efficiency that is the backbone of 
our mass production techniques requires maximum 
speed of conduction from the organs of hearing and 
seeing to the cortical association centers via the main 
common pathways to the neuromuscular end organ. 
Since this is not an outstanding trait of other cul- 
tures, there is marked variation of classification and 
definition, ours being more rigid and having greater 
moral implications. 

The alcoholic has been a frustrating, cumbersome, 
and irritating problem to the physician, nursing staff, 
and hospital. The alcoholic patient is a poor eco- 
nomic risk and requires close supervision. Attempts 
at jumping out windows or self-injury are not uncom- 
mon. If, occasionally, a successful method of physical 
restraint is found, a noise problem results that is dis- 
turbing to other patients. I have been impressed in 
the past by the poor response of the patient to drug 
therapy, especially during the evening hours. The 
hormone drugs ate expensive and have not an- 
swered this problem. 

In our particular area, one type of so-called prob- 
lem drinker is the man who stays dry for a period of 
two to six months, goes on a “bender” for one to 
three weeks, and then contacts the A.A. or his 
friends, seeking, through his family physician, some 
way of drying out. There is also the middle-aged man 
who has gradually increased his intake over the last 
12 to 24 months and suddenly finds himself unable 
to keep his job or business going. These men gen- 
erally seek out their family doctor for help. Last is 
a more discouraging type; I have seen the “skid-row”’ 
type of drinker on two separate occasions. 

Sodium pentothal has been widely used as an 
anesthetic agent for minor and major surgical proce- 
dures, alone and in combination with other agents. 
In later years, it has been used as an agent in 
psychotherapy, and Dr. Voegtlin used a .2 per cent 
solution with 5 per cent glucose in 500 cc. amounts 
intravenously, following aversion treatment in con- 
junction with psychotherapy. 


Although this paper was not submitted through the Kansas 
Commission on Alcoholism, it is included in this special issue 
of the JourNaL since it relates to the subject covered by the 
commission in other papers in this section. 
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The procedure was first used on a 44-year-old 
male, who, on the third post-alcoholic day, developed 
an acute toxic psychosis, broke a water glass, and cut 
a medium-sized vein in his neck. Following surgical 
repair, he was kept under control with sodium pen- 
tothal solution until he recovered. This was approx- 
imately five days. 

The following is the procedure used for treatment 
of acute alcoholism on 75 hospital admissions in the 
Grace and St. Elizabeth Hospitals. If the patient is 
combative or resistive, or if there is a suspicion that 
the patient has had a large intake of alcohol just be- 
fore starting to the hospital, he is put to sleep with 
10 to 15 cc. of 214 per cent sodium pentothal. In 
the latter case, the stomach is thoroughly emptied. 
The patient is started on 1000 cc. of 10 per cent 
glucose and water or saline containing 2 gm. sodium 
pentothal intravenously, using a size 21 needle, 
thus giving adequate opening in the vein to vary the 
speed of intake between 10 and 80 gtt. per minute. 
Intake is about 80 gtt. per minute for the first five 
minutes. The rate is slowed to between 20 and 40 
gtt. per minute when the patient begins to get 
drowsy, with the nurse checking the patient at close 
intervals for the first half hour. 

Insulin, in small dosage of 10 to 15 units, may - 
be given on admission. I generally wait until morn- 
ing, stopping the sodium pentothal approximately 
two and one-half to three hours before breakfast 
and giving between 15 and 50 units of regular in- 
sulin one hour prior to breakfast and sweetened fruit 
juices. Atropine sulfate is given to control increased 
secretions that appear in some patients. 

Insulin and glucose, in many cases with added 
vitamins, have been widely used for many years to 
hasten recovery of these patients. Noyes recommends 
40 to 60 units on admission to produce relaxation 
and sleep, followed by a large glass of sugar and 
fruit juice and a large meal in two and one-half 
hours. The reported beneficial effect does not appear 
to be solely due to increased rate of removal of 
alcohol from the blood. Smith and co-workers found 
no significant change in the rate of removal of al- 
cohol from the blood with various combinations of 
glucose, vitamins, and insulin. 

I have not been able to mix vitamins with the .2 
per cent sodium pentothal solution, and I do not use 
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them unless there has been a fairly long period with- 
out food. Figueroa, in his study, found need for 
vitamins in only .06 per cent of cases. 

‘During the first three days, with the exception of 
the day of admission, the .2 per cent sodium pen- 
tothal solution should be given only during the night 
hours, starting between 7:30 and 11:30 p.m. If 
delirium tremens or toxic psychosis develops, it will 
generally be between the third and fifth days; at 
this time the solution may be used continuously until 
the patient is able to control withdrawal symptoms. 
The longest period of time, with the latter, has been 
five days; however, it seldom lasts more than three 
days. A retention catheter is always inserted under 
these circumstances. 

Hypersecretions occluding the airway create a 
problem with some of the patients, particularly those 
whose intake just prior to admission was heavy. 
Atropine sulfate gr. 1/75, if given on admission, is 
helpful in preventing this complication. The suction 
machine and Guedel airway are kept handy until 
the atropine has had time to take effect. The Guedel 
airway works well on the patient with dentures. 

Restraint requirements are to keep the patient 
from rolling out of bed. Bed rails are routinely used 
while the patient is asleep. 

It is my opinion that alcohol first suppresses the 
medullary portion of the adrenal gland with a re- 
sultant slowing of conduction time of the main com- 
mon pathways of the central nervous system with 
more associated tracts at the thalamus being used, 
resulting in more depth of emotion or ‘‘organ feel- 
ing” to come to play in human relationship. Second, 
when the alcoholic stops eating, alcohol supplements 
glucose in the adrenal cortex with a suppressing effect 
on the cortical functions of the adrenals. This is 
when the acute alcoholic seeks relief because of re- 
sulting depression, incoordination, nausea, and often 
vomiting, diarrhea, and abdominal pain.. 

It is my opinion that insulin and glucose therapeu- 
tically suppress medullary over-sections and stimulate 
the functions of the cortex of the adrenals. This ac- 
counts for symptomatic improvement resulting from 
these two chemical agents and explains, how they 
can attain the same results as hormone drugs. Sodium 
pentothal takes over the immediate job of suppress- 
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ing the medullary portion of the adrenal glands, al- 
lowing time for the slower effect of insulin and 
glucose. 

I have discontinued the use of hormone drugs 
routinely. I have used the hormonal drugs two times 
with the two chronic ‘‘skid-row’’ alcoholics who, on 
the third day following admission, developed a clin- 
ical picture resembling the Waterhouse-Friderichsen 
syndrome. These two patients had a dramatic re- 
sponse to large doses of ACTH and penicillin. 


CONCLUSIONS 


The sodium pentothal-glucose solution has en- 
abled our general hospitals to handle the most dif- 
ficult alcoholic with the usual physical facilities and 
nursing methods present in all hospitals. 

The nurse and physician are using chemical agents 
with which they are familiar, without the require- 
ment of specialized training or excessive risk. 

The risks are respiratory depression, infection, and 
severe insulin reaction. The first two are common 
problems with alcoholics. The third is not an un- 
common problem with any physician treating di- 
abetes. None of these have been serious, and all have 
been handled by the usual methods without difficulty. 


SUMMARY 


I have outlined a procedure using sodium pen- 
tothal-glucose solution intravenously in conjunction 
with subcutaneous insulin. I believe this simplifies the 
sedation and nursing problem created by the acute 
alcoholic. I have given my opinion of the action of 
alcohol on the adrenals and the central nervous 
system and the underlying therapeutic mechanism of 
this combination. 
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and not hinder the spread of liberty. . . . 


The United States, as a first colony in modern history to win independence for itself, in- 


stinctively shares the aspirations for liberty of all dependent and colonial peoples. We want to help 
That is the spirit which animates us. And if we remain 


true to that spirit, we can face the future with confidence, knowing that we shall be in harmony: 
with those moral forces which ultimately will prevail—John Foster Dulles 
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_ Isotonic, pH compatible with nasal fluids. 
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Priwine 


Rapid vasodilating action of Privine 
relieves nasal congestion in a minute or 
two-effect lasts for hours. 


No interference with ciliary * 
activity or other mucosal function. 


No epinephrine-like excitation. 


Privine 0.05% Solution in 1-oz. 
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Py vribenzamine 
in ragweed hay fever 


In the summer and fall of 1953, nine prominent allergists, 
representing every section of the country except 

the West Coast, tested Pyribenzamine in a total of 832 
patients with ragweed hay fever. The work of these 

men is significant because of its scope and because it is 
the most recent major study of antihistamines. 


Certain observations are particularly worth noting... aS 
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»-. Of the 832 patients who were 
given Pyribenzamine, 
only 84 did not obtain some 
degree of symptomatic relief. 


From this study and from previous 
investigations involving thousands of allergic 
patients, one fact is clear: Pyribenzamine 
gives the allergic patient unsurpassed 

benefit with antihistamine therapy. 


Pyribenzamine® hydrochloride 
(tripelennamine hydrochloride c1BA) 


Try Pyribenzamine —the most prescribed 
antihistamine — in hay fever, in every al- 
lergy susceptible to antihistamine therapy. 
Pyribenzamine 25-mg. tablets (coated) and 


50-mg. tablets (scored) both available in 
bottles of 100 and 1000. 
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BILATERAL 
ARTERIOSCLEROTIC 
ULCERATION in patient age 65. 
At start of Priscoline therapy; | 
ulcer, right leg, 19%4” x | 
BEFORE >. ulcer, left leg, x 


With oral Priscoline, 25 mg. four 


times daily for one week 

and 25 mg. every three hours 
thereafter, there was marked 
improvement in 2 weeks 

and healing within 6 weeks. 


No other medication given. 


HYPERTENSIVE ISCHEMIC 
s ULCER of right leg in patient 

age 65. Ulceration refractory to 
treatment for 9 months, with 
patient complaining of severe pain, 
Treated with oral Priscoline, 

50 mg. four times daily for four 
days and 50 mg. every four 
hours thereafter. Healing began 
with onset of Priscoline therapy 
and was complete in 10 weeks. 


Increases blood flow to the extremities 
through a direct vasodilating effect 

on vessel wall, a sympathetic blocking 
effect, and an adrenolytic effect— 


A valuable aid in the treatment 

of peripheral ischemia and its sequelae— 
pain, loss of function, ulceration, 

gangrene, and other trophic manifestations— 


Priscoline hydrochloride available as 
25-mg. tablets (scored), bottles of 100 and OF 1. 
1000; elixir, 25 mg. per 4 ml., in pints; Semmeomenr suas ener, 


10-ml. multiple-dose vials, 25 mg. per ml. 


Priscoline® hydrochloride (tolazoline hydrochloride c1BA) CIBA 
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THE MONTH IN 
WASHINGTON 


Editor's Note. The following summary of Wash- 
ington news was prepared by the Washington office 
of the A.M.A. for distribution to state and regional 
medical journals. 


During the next three years the federal government 
expects to help finance the construction of thousands 
of new medical and dental facilities—diagnostic-treat- 
ment clinics, vocational rehabilitation centers, nurs- 
ing homes, and chronic disease hospitals. Only three 
strings are attached: the facilities must be non-profit, 
they must be under medical or dental supervision, and 
local communities must raise part of the cost. 

Legislation establishing the new program was 
enacted just as Congress plunged into its adjourn- 
ment rush, and before it had come to final de- 
cisions on reinsurance and other major controversial 
bills in the health field. 

The new operation was authorized by amending 
the Hill-Burton Act (passed in 1946 to assist hos- 
pitals) to permit grants to units that do not qualify 
as hospitals. Under the origina! Hill-Burton law, 
grants could be made to rehabilitation centers and 
diagnostic-treatment clinics only if they were at- 
tached to hospitals. Grants could also be made to 
chronic disease hospitals. The new law authorizes 
help to centers and clinics operating on their own, a 
provision Public Health Service expects to be of 
particular assistance to smaller communities. It also 
offers aid to nursing homes, which previously were 
not covered. 

In the case of chronic disease hospitals, it is ex- 
plained that the law offers two new inducements for 
construction: (1) Money is allocated to the state and 
earmarked for this particular type of hospital. (2) 
The federal government will be able to pay 50 per 
cent or more in all cases, whereas under the old 
law the U. S. share was as low as one-third in some 
of the higher-income states. 

Grants to clinics, centers, and nursing homes will 
have to wait on state surveys to determine priorities, 
according to U. S. hospital officials. However, if 
local sponsors take the initiative, grants can be proc- 
essed immediately for chronic disease hospitals, as 
earlier Hill-Burton surveys have established their 
priorities. Failure of communities to construct chronic 
disease hospitals was one of the disappointments of 
the first Hill-Burton program. 

The first year’s appropriation will be $37.4 million, 
increasing over the next three years until the total 
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authorization of $182 million has been reached. The 
new projects in no way interfere with the regular 
Hill-Burton grants for construction of hospitals, for 
which $75 million is available this year. 

The final flurry over the reinsurance bill was 
preceded by a concerted drive by the administration. 
The President himself interceded with insurance com- 
pany officials, and Secretary Hobby agreed to amend: 
ments in an effort to satisfy the state insurance com- 
missioners. The commissioners, who would have an 
important role in administering the reinsurance pro- 
gram, at first had flatly opposed it. President Walter 
B. Martin and other A.M.A. officials were called in 
for a discussion of reinsurance at the Department of 
Health, Education, and Welfare, and later Sherman 
Adams, assistant to the President, also invited Dr. 
Martin to a White House meeting on the same sub- 
ject. 

As expected, bills for a new program of medical 
care of military dependents were left stranded when 
adjournment time approached. Before he introduced 
his bill on the subject, Chairman Dewey Short of 
the House Armed Services Committee insisted that 
Defense Department estimate first year’s additional 
cost of the program. The estimate was $67 million. 

The military scholarships bill met the same fate— 
too much time taken up in drafting a version that 
would satisfy all executive departments. Under this 
plan the Defense Department would grant tuition- 
and-maintenance scholarships to medical and dental 
students, in exchange for pledges to spend one year 
in military service for every subsidized year of train- 
ing. Both bills are certain to reappear next session. 

For the current fiscal year, the Department of 
Health, Education, and Welfare has available 
$1,663,413,761. The appropriation bill is $10,904,- 
500 more than the administration requested but under 
last year’s budget of $1,927,432,261 (the decline ex- 
plained by decreased public assistance grants to 
states). Public Health Service has $228,060,000 for 
its regular programs. 


PHARMACEUTICAL House HONORED BY A.M.A. 


For “pioneering use of television in bettering the 
health of the nation,” the A.M.A. at its San Fran- 
cisco convention awarded a special citation to the 
Philadelphia pharmaceutical house, Smith, Kline and 
French Laboratories. 

During the A.M.A. meeting a week-long program 
of color telecasts was produced and sponsored by 
the firm for the attending physicians. It was the 
58th program the laboratory had presented at med- 
ical meetings during the past five years. In addition, 
Smith, Kline and French had presented ‘March of 
Medicine”’ telecasts for lay audiences since 1952. 
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PRESIDENT'S PAGE 


Dear Doctor: 
By the time you receive this letter we will know how well or 


how badly we have done in our efforts at the state primaries, and 
should be able to orient a policy for the November elections. 

There has been some lack of cohesion, for which I blame my- 
self, but from the reports I get we are doing a pretty good job as 
a group. 

The new committees are becoming more active with their 
meetings this month, and I expect more after the first of Septem- 
ber. 

I would like the councilors to note that I expect to call a 
Sunday meeting on the 22nd or 29th of August and suggest that 
you contact your councilor if you have any problem that should 
be brought up at that time. 


Perhaps if we survive another month of Kansas weather we 


can get down to business. 


Yours, 
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EDITORIAL COMMENT 


APPROACH TO PROBLEMS OF ALCOHOLISM 


Today alcoholism is considered as a valid health 
problem, an illness, a disease. Increased recognition 
is being given to the fact that alcoholics are sick 
individuals, worthy of help, and that they can be 
helped. For that reason, the Kansas State Commission 
on Alcoholism welcomed the opportunity to provide 
material for a special issue of the JOURNAL OF THE 
KANSAS MEDICAL Society devoted to problems of al- 
coholism. 

The commission realizes that the family doctor is 
ordinarily the first individual the alcoholic contacts 
for help. Proper attitudes and approaches are in- 
valuable to the medical physician when the alcoholic 
comes to him. With a study of the problem, a sincere 
interest in helping the alcoholic get well, and the 
innate and all important belief that the alcoholic is 
a valid patient worth helping, physicians can expect 
to meet with increasing success in treatment. 

The offices of the Kansas State Commission on 
Alcoholism were opened in the Medical Society Build- 
ing in Topeka last October. The commission, estab- 
lished by the 1953 session of the Kansas legislature, 
is composed of five members. Members, who serve 
without remuneration, are appointed by the governor 
for four-year terms. By law the commission is com- 
posed of two physicians, two alcoholics who have 
been recovered for two or more years, and one at- 
torney. Present membership of the commission in- 
cludes Dr. Karl E. Voldeng, Wellington, chairman; 
Carl E. Ziegler, Coffeyville, vice-chairman; Dr. 
Z. Miles Nason, Kansas City; Allen O. Hendricks, 
Wichita, and Dr. George W. Jackson, Topeka. Lewis 
W. Andrews was employed by the commission as 
executive director. 

The functions of the commission include: 

1. Study of the problem of alcoholism in Kansas, 
including not only the number of cases but methods 
and facilities available for the care, custody, deten- 
tion, treatment, employment, and rehabilitation of 
alcoholics. 

2. Education on the illness of alcoholism. 

3. Treatment and rehabilitation of alcoholics. 

4. Research into factors leading to alcoholism. 

The commission is neither “wet” nor “dry.” The 
only concern is to attack the problem of alcoholism, 
to help the alcoholic recover and, through education 
and rehabilitation, make a realistic step toward pre- 
vention. 

Reliable studies indicate that approximately 65 per 
cent of the population in the United States over 15 
years of age use alcoholic beverages. Of this 65 per 
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cent, approximately 6 per cent are alcoholics. These 
studies further indicate that a vast majority of al- 
coholics are in the age bracket of 35 to 55, and the 
ratio of male to female is about 6 to 1. Alcoholism 
is no respecter of social or economic status. 

The commission recognizes alcoholism as a medica! 
problem. They earnestly solicit comments and sug- 
gestions from members of the medical profession in 
regard to their program. 

—Lewis W. Andrews 


FEDERAL HEALTH PROGRAMS 
PART II 


The second of a brief series of articles on federal 
health expenditures considers the Veterans Admin- 
istration, the Department of Defense, and the De- 
partment of State. The first article discussed the 
Department of Health, Education, and Welfare. 

The Veterans Administration, during the fiscal year 
just concluded, spent, according to a report from the 
A.M.A. Washington office, $747,415,264 on health. 
This was budgeted through 10 major services. 

Administration used $7,757,900 to pay salaries, 
travel, and other expenses for maintaining the cen- 
tral office and six area medical offices in the United 
States. 

VA research received $5,500,000, mostly for 
projects conducted within Veterans Administration 
hospitals. By way of example, $1,527,600 is allotted 
for atomic medicine, $800,000 for testing prosthetics, 
$2,500,000 for research in general medicine and 
surgery, $150,000 for tuberculosis research, $125,000 
for neuropsychiatric research, and smaller amounts 
for certain other programs. 

Construction projects cost $38,685,664, of which 
just over half is allotted for existing hospital con- 
struction and the remainder is earmarked for new 
buildings, plans, etc. Significant among the latter are 
two proposed neuropsychiatric hospitals, each for 
1,000 beds, to be located at San Francisco and at 
Topeka. 

Supply depot operations will order, store, and 
disburse $1,350,000 worth of medical supplies to the 
various hospitals and other locations for use by the 
Department of Medicine and Surgery. 

Contract hospitalization last year cost $20,583,100. 
This represents payment to hospitals for veterans in 
other than VA institutions and figures at an average 
daily census of 5,831 patients. According to the re- 
port, the largest single entry is for psychotic patients 
with a total of 3,084. 

Domiciliary care cost $24,248,200. The VA 
operates 17 domiciliary institutions, of which all but 
three are connected with VA hospitals to care for 
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unemployable veterans who do not need full hospital 
care. 

The out-patient care program cost $92,677,900. 
Two-thirds of the total was spent in clinics operated 
by the VA. About $7 million was paid to physicians 
and $23 million to dentists under home-town care 
contracts. 

By far the largest cost grows out of the VA 
hospital program which amounted to $555,000,000 
during the past fiscal year. The VA currently operates 
163 hospitals with a total of 114,000 beds. As of 
several months ago they claimed to be operating at 
90 per cent of capacity or with a daily occupancy of 
about 102,000 patients. Among other statistics only 
remotely related to this subject are the following: 
that of the total, 35.6 per cent were service con- 
nected, 63.8 per cent were non-service connected, 
and .6 per cent were non-veteran cases. 

Also not directly related to this subject but of 
possible interest is some information obtained from 
the A.M.A. Fact Book on VA Medical Care. This has 
been roundly criticized and undoubtedly is out of date 
at the present time. However, it appears that in 
1924 there were 5 million veterans in the United 
States; in 1953 there were 20 million with this 
figure increasing at the rate of 1 million per year. 
In 1924, 16 per cent of the adult male population 
were veterans; in 1953 it was 40 per cent. Again, 
if the statistics are reliable, the average length of 
stay per patient in the field of medicine and surgery 
within a veterans’ hospital is 30.4 days. Under sim- 
ilar circumstances in other general hospitals the 
average length of stay is 7.5 days. : 

The two remaining divisions of medical expense 
under the direction of the VA are medical education 
and training, which cost $1,300,000, and expansion 
of 100 VA clinics, most of which are located in 
regional offices, which cost $312,500. 

The Department of Defense operates four services 
at a total cost of $533,311,000. Almost half of this 
is spent by the medical department of the Army, in- 
cluding salaries for military personnel, including 
doctors, but not including the operation expenses 
of 58 Army hospitals. 

The Navy spent $161,429,000, of which 78 mil- 
lion was for salaries, and, like the Army, this total 
does not include maintenance and operation of cer- 
tain hospitals. The Air Force Medical Services spent 
approximately $132,801,000, of which 87 million is 
for salaries. The final category is $87,000 for the 
assistant secretary of defense. 

The Department of State operates three distinct 
medical programs under a total budget of $14,127,- 
733. The Department of State operates the World 
Health Organization, of which the United States con- 
tribution is one-third of the total W.H.O. budget. 
Those interested in this subject may wish to learn 


that administration and salaries consume 41 per cent 
of the budget, consultation to foreign governments 
35.6 per cent, field programs 13.6 per cent, organ- 
ization meetings, 3.8 per cent, fact gathering and 
sanitary services 3.8 per cent, and expert commit- 
tees studying various diseases 2.2 per cent. As stated 
above, those percentages represent the total expend- 
iture, of which the United States pays one-third. 

The second State Department health project is 
the Pan American Sanitary Bureau with a budget of 
$1,320,000. This is affiliated with the World Health 
Organization but operates under a separate account- 
ing system. Here the United States contributes 66 
per cent of the total cost. Items such as field per- 
sonnel training, insect control, venereal disease con- 
trol, and environmental sanitation represent the 
larger expenditures. 

The final item of the largest of the three is the 
International Children’s Emergency Fund with a 
budget of $9,814,333. The above figure is the United 
States share or 60 per cent of the total operating 
expenses of a program that provides milk, food, and 
other services for children in disaster areas. 

The above account again has been an attempt to 
analyze federal health expenditures as budgeted under 
three of the 19 separate departments which combine 
to participate in more than 60 health programs. A 
third article on this subject will continue the dis- 
cussion to describe the program of the Department 
of Labor, the Department of the Interior, and others. 


VACCINE EVALUATION PHASE 


Editor's Note. The following editorial, prepared 
by the National Foundation for Infantile Paralysis, 
Inc., is published at the request of Dr. Hart E. Van 
Riper, medical director of the foundation. It is of 
particular importance here since Kansas is one of 
the test areas in the polio vaccine trial. 


More than 600,000 children have completed three 
inoculations, in the field test of the trial polio vac- 
cine developed by Dr. Jonas E. Salk of the University 
of Pittsburgh. The emphasis now shifts to the evalua- 
tion study under the direction of Dr. Thomas Francis, 
Jt., University of Michigan School of Public Health. 
The validity of the evaluation is dependent upon data 
gathered on poliomyelitis cases in the test groups, 
including those children in the first three grades who 
did not get vaccine. 

In addition, data on cases among family members 
of participating children are an integral part of the 
study. Since the number of poliomyelitis cases among 
the test groups may not be large, it is essential that 
all cases are completely reported. Early diagnosis, 
prompt reporting and follow-up, and the securing of 
necessary epidemiological information and laboratory 
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Specimens ate important factors in the evaluation. 

An outline of procedures and copies of necessary 
forms have been sent to local and state health au- 
thorities. It is important that physicians in areas 
where vaccinations were not given cooperate in the 
study by notifying local or state health officers of 
cases occuring among children who participated in 
the trials and then migrated to another area and chil- 
dren who go to summer camps. Local health officials 
also need information on participating children who 
receive injections of gamma globulin. 

This phase of the study will depend, to a large de- 
gtee, on the wholehearted cooperation of practicing 
physicians. 


For the specific determination of the alcohol con- 
tent of the blood, chemical methods remain the most 
satisfactory. One method (Widmark’s) in particular 
can be applied to very small blood samples and 
the results, checked in hundreds of thousands of 
tests, may be considered as reliable and accurate, even 
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in the case of persons suffering from diabetes. 

The estimation of alcohol in the breath gives reli- 
able but less accurate results and should be used 
only when blood assay cannot be carried out.—Pan 
American Sanitary Bureau, World Health Organiza- 
tion. 


FILM ON ALCOHOLISM AVAILABLE 


A film on alcoholism, case studies of three types 
of alcoholics tracing the development of the disorder 
from origin, has been added to the A.M.A. library 
of motion pictures. Entitled “Alcoholism,” this 
film shows how the roots of the illness are imbedded 
in personality difficulties often relating back to the 
formative years of the victim’s childhood. It may be 
obtained from the Committee on Medical Motion 
Pictures, A.M.A., for a service charge of two dollars. 


Members of the Kansas Medical Society should 
notify the JOURNAL of any change of address. 


John S. Anderson, M.D. 
814 Greenway Court 
Wichita, Kansas 


Robert S. Brown, M.D. 
5009 51st Terrace 
Mission, Kansas 


George G. Browning, M.D. 
316 South 8th Street 
Humboldt, Kansas 


Dean C. Chaffee, M.D. 
417 N. W. Third 
Abilene, Kansas 

Charles A. Crockett, M.D. 
5437 Neosho 

Kansas City, Kansas 


Jack A. Dunagin, M.D. 
1266 Collins 
Topeka, Kansas 


Raymond G. Elliott, M.D. 
6136 Reinhardt Drive 
Mission, Kansas 

Edgar F. Ewen, M.D. 


1022 East Sth 
Cherryvale, Kansas 


SERVICE SEPARATIONS 


As a service to physicians and communities in this state desiring additional medical personnel, the 
Journal of the Kansas Medical Society will publish in this column each month the names of medical 
officers who will shortly be separated from the armed forces. These are men who volunteered from 
Kansas, and many of them will probably be interested in finding locations in this state. Anyone in- 
terested in contacting these physicians may write to the address here given. 


Henry S. Haerle, M.D. 
Marysville, Kansas 


Wayne E. Hird, M.D. 
102 North Byron Road 
Wichita, Kansas 


Everett E. Howard, M.D. 
1708 North Grand 
Pittsburg, Kansas 


Robert A. Jelinek, M.D. 
506 Chestnut Street 
Leavenworth, Kansas 


J. D. Kabler, M.D. 
1506 Parker Avenue 
Wichita, Kansas 


Alexander H. Milne, M.D. 
2420 West 25th Street 
Topeka, Kansas 


Earl G. Padfield, Jr., M.D. 
4412 West 70th 
Prairie Village, Kansas 


Owen C. Peck, M.D. 
2000 Oakland 
Kansas City, Kansas 


Perry D. Petterson, M.D. 
3717 East Murdock 
Wichita, Kansas 


Ralph B. Reauwe, M.D. 
524 West 7th 
Junction City, Kansas 


Julian W. Reed, M.D. 


703 North Pine 
Beloit, Kansas 


Robert L. Satterlee, M.D. 
Macksville, Kansas 


Robert N. Shears, M.D. 
15 Carlton Road 
Hutchinson, Kansas 


Grant M. Stevens, M.D. 
305 Crescent Boulevard 
Hutchinson, Kansas 


Charles E. Wilder, M.D. 
Winter VA Hospital 
Topeka, Kansas 


Robert E. Young, M.D. 
2400 North 38th Street 
Kansas City, Kansas 
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The Management of Incurable Cancer 


Tumor Conference 
Edited by Chauncey G. Bly, M.D., and Irwin Joffe, M.D. 


Dr. Helwig: Today we are having an important 
symposium on the management of incurable cancer. 
It is hardly necessary to emphasize the bare fact that, 
except for the easily and early recognized epitheliomas 
of the skin and of some easily accessible mucous 
membranes, cancer is incurable in a high percentage 
of cases, and, as such, presents special patient prob- 
lems. 

Dr. Friesen, as a surgeon in collaboration with 
Dr. Kelly,! you published an article in 1950 on the 
controversial and difficult subject ‘““What Should You 
Tell the Cancer Patient.’’ Would you lead off today’s 
discussion with some of your very good points on 
that subject and the other phases of incurable malig- 
nancy ? 

Dr. Friesen: There is no question about the fact 
that the number of patients who have incurable 
cancer is increasing. Correspondingly, the responsibil- 
ity of the physician to such patients has grown to 
such magnitude that many of us are finding it in- 
creasingly difficult to know how best to deal with 
these individuals. 

Dr. Charles Cameron, medical and scientific di- 
rector of the American Cancer Society, recently es- 
timated that over 220,000 people are or will be dying 
of cancer in the United States this year; moreover, 
there are at any one time in the United States about 
32,000 people who are terminal cancer patients re- 
quiring considerable amounts of medical care. If one 
were to relate these figures to a community of 
10,000 people, there would be 16 patients dying of 
cancer in a year in such a population. 

There is no question that more and more people 
are now being cured of cancer each year than were 


‘cured previously. Yet, as Dr. Helwig has mentioned, 


the great majority of cancer patients are still not 
being cured. These latter unfortunates are usually 
incurable at the time the diagnosis is made. Whether 
he gives definitive treatment or not, the physician 
is still the one who must assume personal responsibil- 
ity for the intelligent and sympathetic care of these 
patients with incurable cancer. 

The first obligation which the physician has to this 
type of patient is to take nothing for granted. He 
must be sure that the diagnosis is correct and that 
the patient has a carcinoma which, according to all 


Cancer teaching activities at the University of Kansas Medical 
Center are aided by grants from the National Cancer Institute 
and the Kansas Division of the American Cancer Society. 

Dr. Bly is a scholar in cancer research of the American Cancer 
Society. Dr. Joffe is a trainee of the National Cancer Institute. 


the best available information, is incurable. This 
usually means that one or more biopsies of his pa- 
tient’s lesion will have been examined by a pathol- 
ogist for a definite diagnosis before treatment with 
surgery, radiation, or chemicals. 

He must also take nothing for granted when he 
is considering the length of time his patient may 
live with incurable cancer. It is dangerous to make 
glib predictions as to how long the patient with incur- 
able cancer will live. Although a physician can make 
use of statistical probabilities and past experience to 
predict average survivals for a group of patients with 
a certain tumor and stage of progression, there are far 
too many variables for him to confidently predict the 
course in any individual patient. Too many of us 
have seen the unhappy situation where a particular 
patient has lived a much longer or a much shorter 
time than was predicted. Blind or hasty predictions 
must be avoided at all costs. Even a conservative and 
carefully prepared prediction may prove shocking to 
the patient or relatives, whether or not the prediction 
turns out to be correct. 

If you are sent a new patient who is said to have 
an incurable cancer, it is your obligation as a phy- 
sician to review critically all the findings in this 
patient, repeat the history and the physical examina- 
tion, and check the previous biopsy report or do 
another biopsy, so that if this patient becomes your 
responsibility you personally will know his correct 
status. 

The physician who properly accepts his responsibil- 
ity should not only have a genuine personal interest 
in his patient, but he should also carry out active 
palliative treatment. Success in this area depends as 
much on the doctor's attitude toward his patient as 
on the doctor’s skill. Any patient who feels that his 
physician is not personally interested in him, or who 
is not receiving active treatment of any kind from 
his physician, is entitled to be dissatisfied. He may 
go to another doctor, or he may actually be forced 
by default into the hands of charlatans and quacks, 
who characteristically give these patients hope that is 
not justified. The charlatan, moreover, will eventually 
defraud the patient of his money, economic security, 
and whatever he can get. 

If I were a patient with incurable cancer, I would 
want my physician to take such an active personal 
interest in me that I would never feel abandoned or 
that all hope was gone. He would give me any active 
palliative treatment that he thought justified, con- 
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sidering the stage of my disease and also my fi- 
nancial and mental resources. I would want to be 
in comfortable, sympathetic home or hospital sur- 
roundings. I would not want to be placed in a 
custodial institution for cursory care, where I might 
feel that I was just being endured, or even exhibited, 
as a helpless and hopeless patient, to be occasionally 
visited for appearances’ sake. I would want the 
doctors, the nurses, the business manager, and every- 
one else taking part in my care to be genuinely in- 
terested in me as a living though struggling fellow 
human being. I would want each new symptom which 
I developed to be treated actively as a challenge, 
thoughtfully and logically, even if only symptomat- 
ically. I would not want to be blandly given increas- 
ing doses of morphine or other narcotics, for the 
resultant progressive mental deterioration might well 
prove to be intolerable. 

We, as busy physicians, must still keep genuinely 
interested in the patient, both psychologically and 
medically. The physician, the family, and the pa- 
tient should all be actively engaged in a continuous 
struggle to maintain the best physical and mental 
status possible until the overwhelming onslaught of 
the disease finally kills the patient. The physician 
must carefully and continuously evaluate the strain 
and drain on the family. 

To maintain the active physical health and the 
personal integrity of the patient as long as possible, 
even until death, I personally believe that, in most 
cases, everyone involved should know the true situa- 
tion. Too often the confidence that the patient has 
in the doctor is violated when the truth is withheld 
or when there is complete evasion of the diagnosis or 
prognosis. The patient expects the truth from his 
doctor. The doctor-patient relationship is one which 
ideally involves trust, confidence, and faith in each 
cther. 

We found out in our previous study! that the 
patient usually knows what the diagnosis and ul- 
timate outcome are anyway, by the time he has been 
in the hospital, has been under the care of several 
physicians, has had x-ray therapy or surgery, and 
has had his symptoms return again. He usually 
knows by that time that he has cancer, even though 
no one has told him. In our study, a high percentage 
of patients not only knew this but actually entered 
into the deception. Since neither the doctor nor the 
family would tell the diagnosis and expectation, they 
reasoned, “Maybe it’s best that I don’t know, so I am 
not going to tell anybody that I do know the 
diagnosis.” Occasionally patients know the situation 
but subconsciously refuse to believe it and will not 
ask because of the fear of having confirmed for 
them what they already know. These practices of 
group-deception or self-deception are destructive, for 
fear of the uncertain is worse than fear of the cer- 
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tain. Moreover, the patient may develop great in- 
security if both family and physician avoid telling 
him the truth which he feels he has a right to learn. 

Now when I say that a patient should be told 
that he or she has cancer, I must emphasize that 
there is a proper time and a proper manner for tell- 
ing each particular patient. I don’t think the physician 
need tell the patient everything at the time he first 
makes the diagnosis, or at the time he has operated 
on him, perhaps unsuccessfully, or while the patient 
still feels pretty well. Determining when and how to 
tell the patient is a matter of judgment. We, as 
physicians, must evaluate our patient to know when 
we may best tell him that he has cancer and is ex- 
pected to die of the disease. We must also give him 
hope, by our personal interest and active treatment, 
so that he knows that he will live as comfortably 
and long as possible. 

There is no question about whether or not the 
patient with early cancer should be told. That patient 
can very possibly be cured. In our hospital rounds 
we see an increasing number of treated patients who 
have been probably cured of their cancer, because 
they had early cancer and early treatment. Those 
patients should be told of their disease, because they 
can be enthusiastic disciples both for the physician 
and for the cause of cancer. They will carry the 
heartening and necessary word that cancer can be 
curable. 

In the next few minutes I would like to discuss 
what can actually be done ir. the realm of palliative 
treatment for incurable cancer. Anorexia and mal- 
nutrition are probably the most common findings in 
patients who have incurable cancer. There are a 
number of ways to treat this anorexia and the sec- 
ondary malnutrition. One can give a few units of 
insulin, alcoholic appetizers or beverages such as 
wine or cocktails, and so forth, about 20 minutes 
before mealtime, to stimulate the appetite. However, 
the beneficial effects are not consistent or great. 

Dr. Delp and I have both given diuretics to pa- 
tients with carcinomatosis of the abdomen. The 
diuretic will often materially decrease the amount 
of edema in the gastrointestinal tract, resulting in 
stimulation of the appetite. However, in my ex- 
perience, the best method to stimulate appetite—to 
create an appetite so that the patient is voluntarily 
eating again—is forced feeding, usually by tube feed- 
ing. 

The patient we saw earlier today demonstrates 
some interesting principles of stimulation of ap- 
petite. This lady has a large inoperable carcinoma 
of the pancreas. She was severely jaundiced, with 
pruritus. She had severe back pain. She had Jost 
much weight and was grossly malnourished. She then 
had paliiative surgical procedures which included 
alleviation of the biliary obstruction and the duodenal 
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obstruction. Despite this surgical palliation, however, 
she refused to eat for 30 days postoperatively. 

There was no postoperative evidence of obstruction 
in any area. We felt that her anorexia and nausea 
were due entirely to poor liver function related to 
severe biliary cirrhosis. Her plasma proteins, which 
had been almost normal preoperatively, fell to 3.5 
grams per cent, a low figure. She became edematous 
and appeared to be terminal in every sense of the 
word. 

However, we instituted forced feeding and gave 
her by stomach-tube high supplements of protein 
digests. We also gave her whole blood intravenous 
transfusions as protein supplements. Intravenous in- 
jection of serum albumin proved to be too expensive. 
We also gave her fat emulsions orally—this can also 
be given intravenously if properly prepared. All of 
these things were given to furnish both proteins and 
calories to the patient. 

The usual response sequence is that the patient 
will first begin to gain weight, then strength, and 
finally appetite. Dr. Elman has made an extensive 
study of this and has found that it may take a long 
time, depending upon the degree of malnutrition, 
for patients to regain their appetites. After about 30 
days of tube feeding, this particular patient is now 
eating heartily, has gained strength, feels much bet- 
ter, and has a plasma protein level of 7 grams per 
cent, although she still has her cancer. 

Pain is an important problem in incurable cancer 
patients. I want only to mention at this time that 
the use of nerve blocks, such as an intercostal nerve 
block or a somatic nerve block with procaine, may be 
extremely valuable. Many of my patients with incur- 
able cancer have experienced relief of pain through 
the use of such nerve blocks, without having to 
receive morphine. Since many cancers have an area 
of infection or painful inflammation about them, 
antibiotics can be judiciously used to alleviate any 
pain related to these processes. Antibiotics should 
also be used to obviate the sepsis that often occurs 
in debilitated patients with incurable cancer. The 
many analgesic drugs available today can be rotated 
to retain their efficacy and to avoid the use of mor- 
phine and the consequent mental deterioration. 

There are many other palliative measures available. 
Minor and even radical surgical procedures can be 
used purely for palliation. Hormones are extremely 
useful in palliation of some cases of incurable can- 
cer of the breast or prostate. Irradiation, including 
rotation type of x-ray treatment, may be a useful 
palliative measure to reduce tumor size, obstruction, 
pain, or exudate formation. Radioactive iodine can 
reduce the size of primary or secondary tumors in 
some cases with cancer of the thyroid. Chemother- 
apeutic drugs, such as nitrogen mustard, may reduce 
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tumor size or growth. Other simple measures such 
as paracentesis or thoracentesis, blood transfusions, 
the use of clean aesthetic dressings, and the admin- 
istration of supportive drugs such as iron or vitamins 
are included in the literally thousands of things 
which the physician may use in treating the patient 
with incurable cancer. 

The physician must justify the confidence and 
trust of the patient and his family that everything 
is being done which can reasonably be done to keep 
the patient comfortable and alive as long as possible. 
One must not build up false hopes within the pa- 
tient about new developments or non-existent cures. 
However, the physician himself must always remem- 
ber that conceivably during the period of palliative 
treatment, a dependable new and better palliative or 
even curative measure may become available. Our 
responsibility is always to do the best we can for 
these incurable human beings until they are over- 
come by death. 

Dr. Helwig: Thank you, Dr. Friesen. Dr. Delp, 
would you continue this discussion from the in- 
ternist’s point of view? 

Dr. Delp: Dr. Friesen and I have had numerous 
discussions, over a period of time, with regard to 
caring for the patient who has incurable cancer. 
I don’t believe I have any real disagreement with 
any of his statements. However, I would like to re- 
emphasize a number of things he has said. 

First of all, there still is such a tremendous num- 
ber of cancer patients who are incurable that cancer 
is now a public health problem. Because of that 
fact, I have objected to a good bit of the campaign- 
ing and publicity in the past five or ten years re- 
garding the treatment of cancer. While I believe 
that some cancers are curable, particularly if caught 
early, I also believe that we have oversold the idea. 
Millions of people interpret this to mean that all 
cancer is curable. Practically every educated cancer 
patient hopes that his cancer is one of the curable 
ones and reasonably expects the medical profession 
to provide him with a cure. Such an optimistic cancer 
patient must make a great readjustment and may well 
suffer a severe psychological letdown when the phy- 
sician somehow tries to explain to him that his cancer 
probably is not curable or that his chances of cure 
are rather remote. 

On the other hand, optimistic publicity with the 
accent on early cures rather than on the general 
curability has helped in many instances to bring in 
the patient who would ordinarily be so frightened 
of the possibility of a diagnosis of cancer that he 
avoids his physician or the hospital. This apparently 
is done on the head-in-the-sand theory that the dis- 
ease is not there until the definite diagnosis is 
made. It is the feeling of the American Cancer 
Society that their publicity and educational program 
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have helped to save a great number of lives which 
would have been lost if the patients had not been 
encouraged to seek early diagnosis and treatment. 
Admittedly, extra neuroses may be produced in pa- 
tients who do not have cancer, as well as in some 
of those who do have cancer. 

The second thing that I would like to reemphasize 
is that it is of prime importance to make the diagno- 
sis as accurately and as exactly as it can possibly be 
made. As Dr. Friesen mentioned, this may entail 
getting and examining material from multiple biop- 
sies. The physician must have real factual evidence 
before he can properly face the patient with the prob- 
lem, give him some tangible picture of his disease, 
honestly discuss with him some intelligent plan of 
therapy or management, and offer him enough hope 
that he can face the future and even plan his affairs 
along some sort of schedule. 

The third problem is the most thorny of all: how 
and when to approach and inform the patient of the 
diagnosis of incurable cancer. It is the one that is 
probably handled the most clumsily by the majority 
of physicians, and handled very crudely by a certain 
few physicians. I am firmly of the belief that all 
patients with cancer should be told that they have 
cancer. Those with curable cancer are easy to tell. 
Those with incurable cancer must be told with ex- 
treme care, and there are probably some situations 
in which it may be unwise to tell the patient at all. 

Many people who are mentally ill, or already as ill 
from their emotional problems as they are from their 
cancer, are not apt to face the diagnosis of incurable 
cancer very well. However, none of us would face 
up to such a diagnosis very well. Nevertheless, there 
are some who simply cannot tolerate it, in which cases 
the physician might precipitate an explosive emotional 
crisis and suicide. If I actually thought that my 
patient might commit suicide immediately after be- 
ing informed of such a diagnosis, then I think I'd be 
extremely hesitant in informing him at that time. 
But I feel that, as a rule of thumb, the patient 
should at one time or another be told exactly what 
he has. 

Now you, as physicians, can do as some clinical 
scientists do: walk right up to the patient and slap 
him in the face with a death warrant by saying that 
he has incurable cancer. You can evade and sidestep 
the issue, for weeks at a time. You can lie to the 
patient in all sorts of ways. You can tell him in every 
manner except by blunt words that he does or that 
he doesn’t have cancer. You can slide out of your 
responsibility by telling the relatives or the chaplain, 
leaving it to them to tell the patient, and blame 
them if anything goes wrong when the patient finds 
out. Or you can do it the right way: sit down alone 
with the patient, in the proper patient-physician man- 


ner, and confide in him, man to man, at an ap- 
propriate time. 

If you have previously taken a personal interest 
in the patient, you will already have an idea of how 
to proceed. This should be done alone with the pa- 
tient, with none of the relatives there. After all, you 
are the patient’s physician, to whom he and the rel- 
atives have entrusted his welfare and his life. It may 
be done bit by bit, or you may discuss the problem 
with him at some length at one sitting. With any 
method, the news probably will be extremely painful 
to the patient. If you are a sincere and conscientious 
physician, it will likely be painful to you. How- 
ever, after the first few minutes of such an interview 
have gone by in a kind and loving manner, you will 
usually find that the patient will begin to accept 
your information and prediction. After a week or 
ten days, the patient is usually much moge easily con- 
trolled and much more able to face his remaining 
days on earth, knowing the diagnosis, informed of 
his chances, and still having some hope. 

I don’t think you should extend false hope of a 
cure to that patient who you know is rapidly facing 
the end, but you can give him hope for a somewhat 
prolonged existence. Three years ago I faced the prob- 
lem of imminent death with a woman who was a 
schoolteacher in Tulsa. She had just had a biopsy of 
her liver and was found to have metastatic car- 
cinoma in the liver. She had had a breast removed 
six years previously. The liver biopsy contained the 
only evidence that metastatic extension existed. Since 
this biopsy was in August and school began in a 
few weeks, it was necessary to face this problem 
expeditiously. We discussed it for some 45 minutes 
in just the manner outlined above and, much to my 
amazement, the patient got up, and said, “Well, I 
think I will go on down to Tulsa and teach. Do 
you see any reason why I shouldn’t teach this next 
year?”’ I was a bit shocked, but managed to answer, 
“No, of course not.” She not only taught that year 
in the schools in Tulsa, but she taught the follow- 
ing year toc. The last few months of the second 
year she had considerable difficulty, requiring periodic 
abdominal paracentesis. Two months after school 
was out, she did finally succumb. 

Her husband had been informed of the situation 
of course. Together they had faced the problem plain- 
ly, with no hiding and no subterfuges, in setting up 
their plans for their future existence together. That 
case illustrates what can be done under such trying 
circumstances if the patient is an adult, mature in- 
dividual, able to face serious problems as he should. 

In contrast to this case, I have a patient on the 
wards at the present time who has been informed 
roughly a dozen times within the past 18 months that 
she has an incurable cancer. This patient is immature 
and has no intention of ever accepting the diagnosis 
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of cancer. She has been to literally dozens of phy- 
sicians, some of whom have unfortunately told her, 
“No, this is not a cancer, this is something else.” 
As a matter of fact, she knows that she has a malig- 
nant lymphoma and repeats, ‘This is not a cancer I 
have, this is a lymphoma. This is not leukemia I have, 
this is a lymphoma.” Since she absolutely refuses to 
accept the diagnosis of cancer, she has been unhappy 
and dissatisfied, with all of her complications and 
recurrences being similarly unacceptable to her. She 
represents a small group of cases in which even a 
skilled, patient, persistent psychiatrist may be un- 
successful in establishing contact with reality. Never- 
theless, it’s worthwhile to try, and most of the time 
the patient is benefited. 

I believe that we are legally obligated to tell the 
patient he has cancer. I am quite sure that a physician 
could be haled into court, prosecuted, and even 
jailed or fined, if convicted, for not telling a patient 
he has cancer. I believe that it is a form of legal 
malfeasance and probably akin to malpractice not to 
inform them. Nevertheless, there are a few patients 
who cannot, for one reason or another, be personally 
informed. One always informs someone in the fam- 
ily, in any case. 

Now, having squarely faced the problem of di- 
agnosis and informing the patient, and having be- 
gun any definitive therapy possible, the physician 
should immediately outline the course of palliative 
therapy over a prolonged period of time. 

I too am utterly opposed to giving patients narcot- 
ics except as a last resort. I would like to see their 
pain and discomfort controlled in any other way be- 
cause I see dozens of patients every year who have 
been addicted to morphine months before they real- 
ly had unbearable pain. They have become addicted 
to morphine usually because someone has said, 
“Well, the patient has cancer. My God, give him 
some morphine!” These patients become restless, un- 
happy, dissatisfied, frustrated, and just don’t face 
their problem well. Few things will disturb a family 
more than a narcotic addict, and especially a narcotic 
addict who has an incurable cancer. There is no ex- 
cuse for illogical or unnecessary use of narcotics in 
these situations. The giving of narcotics to cancer 
patients can be delayed, with a few exceptions, until 
a very late date. 

I have found that various steroids can be useful 
in helping control pain. The more specific applica- 
tions of testosterone and estrogen to patients with 
breast or prostatic cancer, of course, are well known, 
but I am referring to the non-specific uses. These 
steroids somehow have a non-specific pain-relieving 
quality and often give the patient a sense of euphoria. 
Cortisone is even more potent, although it cannot 
be used in patients who have large fluid collections 
in the body unless the fluid balance can be controlled 


by reasonable restriction of the salt intake. Some of 
my patients with rather serious and painful bone 
involvement have been given cortisone plus nothing 
else than one to three doses a day of Empirin com- 
pound, or A.S.A. compound containing a quarter 
grain of codeine, for as long as two years, to control 
their discomfort. The mechanism of these steroid ac- 
tions is unknown to me. 

Dr. Friesen has mentioned something else which 
I think is extremely important in the nutritional 
status of patients. This is the peculiar collection of 
edema fluid in the wall of the gastrointestinal tract 
with abdominal cancer, which may ruin the cancer 
patient's appetite and produce diarrhea and general 
indigestion. Most of the time this problem can be 
managed rather simply, by using any one of the 
host of effective diuretic agents now available. Di- 
amox is one of the more harmless diuretics to use 
in this situation. 

The medical profession must see to it that for 
each individual case there is a physician who will 
take the ultimate personal responsibility for the pa- 
tient who has an incurable cancer. There is too much 
of a tendency to shunt this responsibility from one 
to the other. It’s too easy, for example, for physicians 
in the so-called ivory tower of a large medical center 
to see a patient with an incurable cancer for a mat- 
ter of a week or ten days and then shunt him off to 
somebody else. 

It has sometimes been argued whether the surgeon 
or the internist is best qualified to take care of such 
patients. Obviously the one best qualified to take 
care of the patient who has incurable cancer is the 
individual physician who personally knows the in- 
dividual patient best, has the best rapport with the 
patient, and can actually keep the patient’s confidence. 
Taking care of a patient with incurable cancer is 
one of the situations which clearly separates those 
physicians who are personally dedicated to the com- 
plete welfare of their patients from those who are 
superficially motivated. We must keep our obliga- 
tion to our patients with cancer. There must be a 
good reason for sending the patient to a nursing 
home or transferring him to someone else's hospital 
service—this must not be done just to get the patient 
out of your way. If your patient goes to his home, 
or to a nursing home, he’s still your patient and 
your responsibility. 

There have been cases where I have realized that 
I was less qualified than someone else for taking care 
of a patient with cancer. For instance, on one occasion 
I requested a surgeon, who I knew had much better 
rapport with the patient than I did, to take over the 
care of that patient, or at least to help me. So we 
took care of the patient together, although there was 
no longer anything about that patient that represented 
a surgical problem. It was simply a situation in which 
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the physician with the best contact received the great- 
est degree of confidence from the patient and was 
therefore best able to ameliorate her symptoms. 

I feel rather intensely about a good many of these 
problems, but I believe the physician has to have 
convictions for desperate situations. Whatever your 
feelings, there is no doubt that your management 
of these unfortunate patients will be much easier 
and much more effective if you sincerely do every- 
thing humanly possible for the patient and treat him 
in every way as a fellow human being. 

Dr. Helwig: Thank you, Dr. Delp. I would like to 
emphasize how difficult it may be sometimes to pre- 
dict correctly the patient’s reaction to the diagnosis. 
For example, during the ten years when I was actively 
engaged in taking care of cancer patients, I had two 
sobering experiences which pointed up the grave dif- 
ficulty in evaluating suicidal tendencies. Within a 
period of one month, and at the tearful request of 
the wife in each instance, I was asked to tell two 
patients that they had incurable cancer. I had seen 
both patients for months and felt I knew them both 
well. 

The first fellow, with carcinoma of the jaw, was 
carefully told in the course of events that he had 
about a 20 per cent chance for a five-year arrest. He 
broke into tears, then laughed, and then thanked 
me. “My God, Doctor, why didn’t you tell me this 
a year ago? I would have been happy if you'd told 
me. I'll never forgive you. But now you've told me, 
I’m resting at ease.” Thirty minutes later his wife 
called me with the information that he had gone into 
the bathroom and slit his throat with his straight- 
edged razor. 

The other chap was a well known druggist in this 
local area. He had been treated for carcinoma of the 
tongue with cervical metastases by a radiologist in 
Philadelphia. A recurrence developed in the overly 
irradiated zone in his neck. We got a biopsy, and I 
was going to soften the outcome by telling him, 
“It’s just a little granulation tissue.” However, he and 
his wife independently convinced me that he really 
wanted to know the truth and was stable and mature 
enough not to react violently. After we had carefully 
discussed the problem, he said, “Thanks, Doctor, I 
knew it was. Thanks very much.” A few minutes 
later he pulled a gun from his desk drawer and 
put it to his head. 

Since then, I have always been hesitant to be too 
frank with these people. I believe that one can help 
them adjust gradually to the realization of their dis- 
ease without telling them the whole story at any one 
time. Certainly no one wants to be an executioner. 
We must remember too that certain people who 
might have lived happily in blissful ignorance until 
a later time for facing the problem, might become 
increasingly despondent or psychotic and gradually 
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sink deeply into a vegetative depressed existence 
after being told, even though an explosive reaction 
had been avoided. Certainly the family should always 
be informed of the diagnosis, even though this means 
that they must play a masquerade if the patient is not 
to be told until later. 

We should reemphasize Dr. Delp’s point that, in 
certain cases, the physician may be liable to being 
sued for not informing the patient. One physician in 
Colorado who had operated on a wealthy businessman 
had told only the family that the man had cancer 
of the prostate but might live for five years or even 
longer. The businessman sued and collected from the 
doctor because he said that he would have made dif- 
ferent business arrangements for his future, had he 
known the story. 

Some of the physicians at a large cancer hospital 
in New York City have adopted the approach of 
evading direct answers to the patient’s questions and 
apparently find that eventually the patients all make 
their own diagnosis and adapt in one way or another. 

Dr. Delp: I can certainly sympathize with the two 
unhappy situations which Dr. Helwig has mentioned. 
I’ve been facing the problems of suicide and others 
for 20 years now and have had eight patients who 
did fool me about their stability and commit suicide. 
They were, however, all new patients, and none of 
them had cancer. I have been lucky enough to face 
the problem of incurable cancer with several hundred 
patients in the personalized manner I have discussed 
above, and I have not yet had a single cancer patient 
who committed suicide. 

I will still continue to tell all my patients with 
incurable cancer what they have and what it means. 
This will be done as painlessly as possible. Each 
physician will have to make up his own mind. I 
would certainly disagree with the unforgivable at- 
titude of the group in New York who just sort of 
pass the problem off. I would wonder how many of 
their uninformed patients literally hungered for a 
chance to confide in some personally dedicated phy- 
sician to ease their minds on many aspects of their 
problems. 

Dr. Williamson: The neurosurgeon should be one 
of the last resorts in the palliation of pain in patients 
with incurable cancer. I certainly agree that the 
surgeon, internist, and radiologist’ should do all that 
they can first. We are concerned with those few 
patients with cancer who still have unbearable, in- 
tractable pain, in spite of the internist’s ability, de- 
votion, and drugs, the surgeon’s palliative operations, 
or the radiologist’s symptomatic irradiation of the 
tumor mass. Severe pain may be produced, for ex- 
ample, by a malignant process invading the nerve 
roots of the lumbosacral plexus, or around visceral 
nerves as in the pancreas. The physician's duty to the 
patient in such a case is still that of rendering com- 
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fort by some means or other. I heartily agree with 
Dr. Friesen and Dr. Delp that narcotics are not the 
answer. 

When we, as neurosurgeons, see patients who have 
had the skillful care of a good doctor, including 
all sorts of palliative measures, and are still suffer- 
ing with unbearable pain, we study them carefully 
to see whether we can relieve their pain and stop 
their suffering by interrupting certain nerve path- 
ways by one method or another. We will not attempt 
to go into detail on any of these methods but will 
emphasize rather the various neurological areas where 
one can interrupt nerve pathways to give relief of 
pain. 

First, the use of local anesthetic nerve blocks, as 
already mentioned by Dr. Friesen, constitutes tem- 
porary symptomatic treatment only. By the time the 
neurosurgeon sees these patients, they need desperate- 
ly some permanent measure to relieve their intractable 
pain. Rarely do we permanently interrupt the con- 
tinuity of a peripheral nerve for relief of pain. For 
one reason, the cancer is usually not peripheral, such 
as out in an extremity fed by only one major nerve. 
Secondly, if the patient's pain is in an extremity such 
as a hand or a foot, severing the brachial plexus or 
the sciatic nerve would render that extremity utterly 
useless. An anesthetic hand is a useless one, and an 
anesthetic foot is soon going to have decubitus ulcers 
from walking on it. One might better amputate the 
whole limb. This is not a practical approach to the 
relief of pain. 

In the region of the cauda equina, we sometimes 
will do another last-resort procedure which I mention 
only to clarify one point. In a patient with intractable 
pain due to invasion of the lumbosacral plexus by 
carcinoma of the pelvis, we will sometimes inject 
intrathecal alcohol, just to obliterate the cauda equina 
functionally. Let me emphasize that this procedure 
is reserved only for that permanently bedridden pa- 
tient who will never walk or void again because he 
is terminal, or because his lumbosacral plexus has 
been partially obliterated by cancer or by surgery, 
and who is suffering from unbearable pain in the 
pelvis or lower extremities. The procedure should be 
done with the patient's buttocks elevated. The alcohol 
will rise when injected into the spinal canal, since it 
is lighter than the spinal fluid, and will float around 
the cauda equina to anesthetize the legs and knock 
out the pain. Do not inject alcohol into the spinal 
canal of any patient that you expect to walk again. 
You may lay yourself open to prosecution and suit. 

A procedure for relief of pain at a higher level 
is the so-called rhizotomy. When the nerve roots 
enter the spinal canal, the sensory components enter 
the dorsal or posterior roots. We can do a laminec- 
tomy and cut only sensory roots, so that we do not 
produce any motor paralysis, a so-called sensory rhizot- 


omy. This procedure is not often practical, because 
cancer growing in a region such as the inguinal 
region to produce inguinal pain might involve 
nerve endings which connect through roots all the 
way from T-10 down to S-5. Such a situation would 
require widespread laminectomy and the probable 
creation of numbness of a large area of a leg, gen- 
itals, and abdomen. This would necessitate much too 
radical an operation. Rarely is the pain from cancer 
so focal that a discrete rhizotomy is the answer. More- 
over, a rhizotomy which produces an anesthetic ex- 
tremity to relieve pain is not advisable. 

A better procedure is the cutting of nerve tracts 
in the spinal cord where pain and temperature sensa- 
tions cross over and ascend in the spinothalamic 
tract of the opposite side. The neurosurgeon can in- 
sert a knife into the spinal cord at the proper level, 
swing around laterally, and obliterate the lateral 
spinothalamic tract, to produce loss of pain and 
temperature sensations on the opposite side from this 
level down. A successful chordotomy at T-1 should 
produce loss of pain and temperature perception on 
the opposite side of the body, from about T-5 down. 
It thus would not destroy the sense of touch or pro- 
ptioception, or produce decubiti, or weakness and dys- 
function of the bladder. If technically successful, it 
produces a permanent loss of pain. This is probably 
the best neurosurgical approach to pain, although the 
results are sometimes debatable. 

There are still higher levels at which one can 
operate. A spinothalamic tractotomy can sometimes 
be done in the brain stem to relieve pain due to can- 
cer of the neck and shoulder regions. That isn’t very 
practical and is still somewhat experimental. As 
you know, the pain fibers come on up through the 
brain stem to the thalamus and then back to the post- 
central gyrus. Resection of the postcentral gyrus is 
done occasionally for phantom limb, with mediocre 
results because it does not always abolish pain. 

The prefrontal lobotomy offers one other interest- 
ing surgical approach to pain. There is an element of 
pain that has to do with the patient’s anxieties, his 
fears, and his reactions to the pain. There are two 
parts to pain: the pain sensations which the patient 
actually feels, and the way he reacts to the pain. 
The prefrontal lobotomy takes away fear and anxiety 
about pain and thus changes the way the patient 
reacts to his pain. Patients who have a lobotomy 
still have their actual pain but will comfortably sit 
there reading a newspaper, talking small talk, or 
smiling, and not bring up the matter of pain or 
ask for hypos. If you ask, “Do you still hurt?” they 
reply, ‘Oh, yes, but look here what’s in the paper to- 
day.” That is their attitude. 

It makes me personally feel rather queer to see 


those people and to think of what we have done so _ 


that they will no longer complain of pain. It is hard 
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to tell whether the operation has somehow raised 
the threshold against pain or whether the fears and 
anxiety reactions hurt more than actual pain. Our 
series of lobotomies has been relatively small. Some 
neurosurgeons do a lot of unilateral lobotomies with 
relief of pain and narcotic addiction for four or five 
months, until the pain comes back again. Bilateral 
lobotomies create rather serious personality defects, 
which in some cases, however, may be preferred by 
the patients to their pain. 

Now let’s reevaluate all these procedures. I would 
first like to say that as a neurosurgeon my most 
difficult problem is to evaluate the patient’s pain. I 
don’t think that the neurosurgical specialist who 
briefly walks in to see the patient and recommends 
a chordotomy can adequately evaluate that patient 
for chordotomy. As Dr. Delp has said, one has to 
know the patients and their reactions to pain. I don’t 
know that I can ever tell how much patients are 
really hurting, for I cannot tell how much of their 
pain is real and how much is their reaction to pain. 

Most of the patients we've seen are sent in to us 
late, by which time they are often long-term narcotic 
addicts, and the operation can ofttimes be expected 
to be unsuccessful on that basis alone. One can do a 
technically nice chordotomy, but, because of the 
narcotic addiction, the patient often continues to 
complain of the operative wound, or of radiation of 
pain at the level of the chordotomy, simply to con- 
tinue to get his narcotics. Whether or not the opera- 
tion is successful depends a great deal on the per- 
sonality of the patient. By the time so many of them 
come to us, pain is their whole life. They are 
wrapped up in this pain—it furnishes them with a 
necessity for much cate and attention and narcotics. 

So neurosurgery has no panacea to offer all of these 
patients with painful incurable cancer. However, 
there is a select group of patients who, in spite of 
all other measures, still have pain; certainly, in 
preference to making them addicts, a neurosurgical 
procedure might be offered. 

There are apparently some technical reasons for 
failure of chordotomy. There are patients on whom 
nice operations have been done, but several weeks 
later their sensory level recedes and their pain comes 
back. In some cases rhizotomies fail, in that areas of 
total anesthesia are produced but pain still hurts the 
patient. And who are we to know how much the 
pain is really hurting someone else? 

Some famous neurosurgeons are advocating doing 
these operations prophylactically, before cancer pa- 
tients get their pain. I can’t agree with that, for the 
operations are not so simple or so successful as to 
justify such optimism. Neither do I believe that we 
should do a chordotomy, or any other neurosurgical 
procedure, in a patient who is terminal or dying. The 


patient ought to have at least a reasonable life ex- 
pectancy, say of roughly six months, as well as can 
be estimated. If a patient is bedridden and expected 
to die within a couple of months, then I believe that 
medical measures of any sort, even narcotics, are bet- 
ter for the patient than having a major operation 
which can never get him back on his feet and which 
will be the source of some discomfort until death: 

In summary, I find myself unable to predict 
whether or not an individual patient is going to be 
substantially relieved of pain by these procedures. 
Certainly if the patient has obvious reason to be suf- 
fering unbearably and if everything else has failed, 
then I do think we have something to offer which 
many times has produced grateful patients. 

Dr. Helwig: Thank you, Dr. Williamson. I won- 
der if you can give us some of the radiologist’s 
ideas on today’s discussion problem, Dr. Germann. 

Dz. Germann: I'd like to say that I’ve learned a 
good bit sitting here today and have been enjoying 
this session. I have certainly used radiation therapy 
often just for palliative control of pain, and some- 
times it does very well. Irradiation over bone metas- 
tases, as well as involved viscera, may relieve pain 
considerably. Sometimes, however, the radiation sick- 
ness which occurs after broader irradiation makes 
you wonder if it’s worth it. You have to observe 
and decide as you go along; if the patient is getting 
radiation sickness, stop irradiation and go to other 
methods. Recently we have been using radiogold and 
radioiodine, particularly gold, for effusions due to 
cancer. About 50 per cent of the patients get pretty 
good relief; others are not helped a great deal, if at 
all. These simply constitute additional tools for pal- 
liation of incurable cancer. 

Dr. Helwig: I think perhaps it would be well 
justified to emphasize again that the diagnosis of 
malignancy must first be absolutely established, as 
well as its stage of incurability. Not too long ago a 
doctor’s mother-in-law was having severe gastrointes- 
tinal hemorrhages. The x-rays appeared to reveal a 
typical advanced cancer of the stomach. With such a 
presumptive diagnosis, she was advised to have no 
surgical procedure done. At the autopsy it was found 
she had a large resectable benign myoma of the 
stomach. 

In another case, a woman in the cancer age 
group of 50 years or so had ascites, with bilateral 
hard pelvic masses which were presumptively di- 
agnosed as carcinoma of the ovary.. However, some- 
one decided that the case should not’ be considered 
hopeless until explored, and:they found that she 
had only a Meigs’ syndrome. 

In still another case, a woman did have bilateral 
carcinoma of the ovary with ascites and innumerable 
implants on the pelvic peritoneum. Her pelvic viscera 
were removed and she is still alive now, 18 years 
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postoperatively! So never make a diagnosis of hope- 
less malignancy unless you have the absolute biopsy 
evidence. 

Furthermore, don’t make wild guesses as to sur- 
vival—many people will live a long time with ul- 
timately hopeless cancer. I've seen men with cancer 
of the prostate live 10 years, and I’ve seen other pa- 
tients live with their inoperable cancers 5 and 6 
years. I remember well one woman whom we opened 
up, only to find the abdomen full of grapefruit-sized 
cystic masses from carcinoma of the ovary. She was 
sewed up, went back home, and did her own house- 
work for 12 years before succumbing. Every surgeon 
and internist with a wide experience with cancer has 
had cases where the tumor had been actually re- 
moved or destroyed but were called incurable because 
the physicians felt that they had not been able to 
get out all the cancer. 

So when we tell the patient that he has an incurable 
cancer, we want to be mighty sure of ourselves. 
There may be a right time and a right manner in 
which to tell the patient, but you’d also better have 
the right information! The man whom you misinform 
that he is doomed to die in 18 months may not only 
live to haunt you 10 years later, but he is not apt 
to have enjoyed his extra unexpected years of post- 
ponement. 
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UROLOGICAL MEETINGS IN KANSAS CITY 


A series of meetings on urological subjects has 
been announced for the 1954-1955 season by Dr. 
Clarence S. Capell, secretary of the Kansas City 
Urological Society. Each meeting, to be held at the 
Pine Room, Fred Harvey Restaurant, Kansas City 
Union Station, will consist of a social hour at 6:00, 
followed by dinner, a scientific paper, and the pre- 
sentation of urograms. The following programs will 
be given: 

September 15—The Clinical Significance of Renal 
Efficiency—W. M. Valk, M.D., and R. H. Owens, 
M.D., Kansas City. 

October 7—Uretero-Enterostomy—J. J. Cordon- 
nier, M.D., St. Louis, and A. L. Stockwell, M.D., 
Kansas City. 

November 17—Tumor of the Bladder—A. G. 
Isaac, M.D., Newton, and Pratt Irby, M.D., Fort 
Scott. 

January 19, 1955—The Female Urethra—R. L. 
Hoffman, M.D., and William M. Leifer, M.D., Kan- 
sas City. 

February 16—Untoward Reactions from Urogram 
Injections—J. G. Siceluff, M.D., Springfield, and 
B. W. Andrews, M.D., Kansas City. 

March 16—Urinary Calculi—H. E. Carlson, M.D., 
and J. Zellermayer, M.D., Kansas City. 

April 24—Urogenital Anomalies—O. W. David- 
son, M.D., and R. Bristow, M.D., St. Joseph. 

The last hour of each session will be devoted to 
the presentation and interpretation of urograms. All 
urologists in the area are invited to attend and to 
take films. 


BIRTH RATE RISES 


The national birth total in the first four months 
of 1954 topped the same period of 1953 by about 
30,000, according to vital statistics estimates released 
last month ‘by the Public Health Service. Births all 
through 1953, estimated at 3,971,000, broke all 
previous records. This gave a rate of 25.1 births per 
thousand population. 

Marriages, however, have continued to fall this 
year, after sinking in 1953 to 9.7 marriages per 
thousand population, the lowest annual rate since 
1933. This is attributed to the fact that relatively 
few young people have been reaching marriageable 
age because of the low birth rates of the 1930's. 
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ACTIVITIES OF MEMBERS 


Dr. Edward X. Crowley was elected president of 
the newly organized Wichita Obstetrics and Gyneco- 
logical Society. Serving with him are Dr. E. G. An- 
derson, president-elect; Dr. J. S. Menaker, vice-pres- 
ident, and Dr. Grant E. Evans, secretary-treasurer. 


June 27 was designated as “Dr. Floyd Eldridge 
Wallace Day” by the city council of Chase, honoring 
the physician on his 50th anniversary in the practice 
of medicine. During the day’s program, sponsored 
by the Lions Club and the V.F.W., a gold watch 
from the Rice County Medical Society was presented 
by Dr. R. E. Bula. 


Dr. Z. H. Snyder, 84, who began practice in 
Palmer in 1903 and has practiced in Greenleaf since 
1905, was guest of honor at a potluck supper at the 
Greenleaf Community Clubhouse, June 13. Now re- 
tired, Dr. Snyder will make his home in Hays. 


Two Wichita physicians, Dr. Eugene G. Anderson 
and Dr. Lawrence E. Woodard, recently became 
diplomates of the American Board of Obstetrics and 
Gynecology. 


Dr. Floyd L. Smith, Colby, addressed the Colby 
Rotary Club recently on the subject of a possible 
connection between cigarette smoking and lung can- 
cer. 


Dr. Mary Glassen, Phillipsburg, who is now tour- 
ing Europe, appeared on the “Welcome Travelers” 
television program before she sailed from New York. 
Gifts presented to her in connection with the TV 
appearance were for the home for exceptional chil- 
dren in Topeka. In Europe she plans to attend a 
meeting on gerontology and a program on obstetrics 
and gynecology, in addition to sightseeing in Eng- 
land, Holland, Belgium, Italy, and France. 


Dr. John R. Kline, Wichita, spoke on “Radioactive 
Isotopes in Medicine’ at a recent meeting of the 
Sedgwick County Medical Assistants’ Society. 


Dr. Victor H. Hildyard, who has been practicing 
in Baldwin since 1945, moved to Minneapolis on 
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July 1 to begin a residency in surgery at the Univer- 
sity of Minnesota Medical School. Dr. Raymond 
L. Pendleton, formerly of Lawrence, has taken over 
Dr. Hildyard’s practice in Baldwin. 


Dr. J. W. Parker, Burlington, is now serving as 
president of the Coffey County Medical Society. Dr. 
A. B. McConnell, Burlington, is secretary. 


Dr. George W. Jackson, director of institutions for 
the Kansas State Board of Social Welfare, was re- 
cently certified by the American Psychiatric Associa- 
tion as a mental hospital administrator. This certifica- 
tion is based on training and experience over and 
above that required for certification by the American 
Board of Psychiatry and Neurology. 


Dr. Ray T. Parmley, Wichita, was recently eiected 
secretary-treasurer of the Southern Society of An- 
esthesiologists. 


Dr. I. Clark Case, who has been clinical director 
at Topeka State Hospital since 1951, resigned on July 
1 to join the department of adult psychiatry at the 
Menninger Foundation, Topeka. 


Dr. Rene M. Gouldner, Wichita, recently returned 
from a trip around the world by plane. Feature 
stories about his travels were printed in the Wichita 
Eagle and the Wichita Beacon. 


Dr. E. W. Christmann, who has been practicing 
in Manhattan during the past 16 months, moved to 
Wamego recently and opened an office there July 1. 


Dr. Chester M. Nelson, Oberlin, announces that 
Dr. James Kauffman, formerly of El Dorado, is 
now associated with him in practice. Dr. Kauffman, 
a graduate of the University of Kansas School of 
Medicine, is a veteran of the Korean War. 


Dr. Howard E. Snyder, Winfield, has been elected 
to membership in the Committee on Trauma, Amer- 
ican College of Surgeons. 


Dr. G. F. Helwig, Topeka, closed his office re- 
cently to move to San Jose, California, for a two- 
year residency in anesthesiology. 
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Dr. George J. Millet, who has been taking post- 
graduate work in surgery in Buffalo, New York, dur- 
ing the past year, has resumed his practice in Larned 
in association with Dr. LeRoy Shepard and Dr. 
S. T. Coughlin. 


Dr. Maurice S. Wessell, who has practiced in 
Hiawatha during the past three years, closed his of- 
fice there on July 1 and has opened an office in Bur- 
lington. 


Dr. Hugh R. St. John, Concordia, observed his 
40th anniversary in the practice of medicine last 
month. 


Dr. Charles E. Stevenson, Neodesha, has com- 
pleted a month’s postgraduate study of surgery at the 
Cook County Graduate School of Medicine, Chicago. 


Dr. Robert W. Blackburn, who has been studying 
surgery at the VA Hospital, Albuquerque, New 
Mexico, during the past year, has returned to his 
practice in Council Grove. 


The Gelvin-Haughey Clinic, Concordia, announces 
that Dr. Marion Pearson is now a member of its 
staff. Dr. Pearson, a graduate of the University of 
Kansas School of Medicine, is a veteran of the 
Korean War and recently completed a surgical 
residency at General Hospital, Kansas City, Missouri. 


Dr. Harry Lutz, Augusta, has been appointed 
director of the health department for Butler and 
Greenwood counties. 


Dr. A. C. Armitage, Hutchinson, announces that 
Dr. J. L. Perkins is now associated with him in prac- 
tice. Dr. Perkins is a graduate of the University of 
Kansas School of Medicine. 


Dr. George Hopson announced the closing of his 
office in Plains on July 15 and is moving to Rich- 
land, Missouri, to practice there. 


The Ashley Clinic, Chanute, announces that Dr. 
Donald E. Ray, a 1953 graduate of the University of 


‘before going to San Mateo, California, for a res- 


Kansas School of Medicine, is now on its staff. Dr. 
Ray completed his internship at St. Joseph’s Hospital 
Kansas City, Missouri, last month. 


Dr. Alexander C. Mitchell, staff physician at 
Watkins Hospital at the University of Kansas, Law- 
rence, for two years, resigned that position recently 
to be in private practice in Lawrence in association 
with Dr. H. Penfield Jones and Dr. G. E. Manahan. 


Dr. M. J. Cox, Dodge City, addressed the Cimar- 
ron Rotary Club last month on the subject of cancer. © 
He also showed the film, “The Warning Shadow.” 


Dr. Chauncey G. Bly, of the Department of 
Pathology and Oncology, University of Kansas Med- 
ical Center, went to South America last month to 

attend the Sixth International Cancer Congress in 

Brazil. 


Dr. Edward D. Greenwood, Menninger Founda- 
tion, Topeka, is attending an international conference 
on mental health in Toronto, Canada, this month. 
He is a participant in one of the panel discussions. 


Dr. William H. Browning, Wichita, was speaker at 
a Tri-County Medical Society meeting held at Well- 
ington on June 24. His subject was ‘“The Conservative 
Surgical Management of Hydronephrosis.” 


Three physicians became members of the Marion 
County Society at a meeting held last month. They 
are Dr. Robert D. Wood and Dr. Royal A. Barker, 
Peabody, and Dr. Roland L. Krause, Goessel. 


Dr. H. B. Vallette, Beloit, announces that Dr. 
Ralph R. Reed is now associated with him in 
practice. Dr. Reed, a 1953 graduate of the Univer- 
sity of Kansas School of Medicine, completed his { 
internship on July 1 at the U. S. Naval Hospital, 
Oakland, California. 


Dr. James Cuthbertson, who practiced in Sterling 


idency, has announced plans to begin practice in 
Cupertino, California. 
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Use of Alidase® in Closed Wounds: Contusions, 
Sprains, Dislocations, Simple Fractures 


In traumatic surgery: where “‘definitive treatment... 

is often delayed while the surgeon waits for nature to dispose of 
hematoma and oedema”? Alidase is an efficient means"? 

of accelerating dispersion of accumulated fluids. 


Swenson? has described his highly successful results 
with Alidase in various types of closed wounds. He 
summarized them as follows: 

Toremove local fluid accumulations in contusions or 
bruises, “‘The usual dose, 500 viscosity units Alidase® 
mixed in a small amount of normal saline, is injected 
into the localized fluid. Mixing the hyaluronidase in 
1 per cent procaine solution will also produce local 
vasodilatation, relief of local pain and more rapid 
absorption of the fluid mass. This method can also 
be applied to traumatized bursae or synovial spaces 
which do not respond to repeated aspirations.” 

The point of maximal pain is infiltrated with 10 cc. 
of a 1 per cent procaine solution to which 500 vis- 
cosity units of Alidase have been added. With this 
simple technic, a high percentage of successful results 
has been obtained. 

Alidase may be used to advantage to produce more 
rapidly a short-acting, complete block anesthesia and 
to facilitate reduction in subluxation or complete dis- 
locations of the interphalangeal joints. When anes- 


thesia is required for fracture reduction, local block 
anesthesia can be simplified by adding Alidase to the 
anesthetic solution. Alidase also tends to decrease 
local edema and hematoma formation. 

Fluidsadministered with Alidaseare rapidly absorbed 
from subcutaneous tissue. The simplicity of hypoder- 
moclysis avoids the cumbersome arm board, permits 
convenient administration with little or no pain or 
swelling, is vein-sparing and saves nursing time in 
such conditions as burns, postoperative states, tox- 
emias and parenteral alimentation. 

Alidase (brand of hyaluronidase) is supplied in 
serum-type ampuls of 500 viscosity units. It is ac- 
cepted by the Council on Pharmacy and Chemistry 
of the American Medical Association. G. D. Searle 
& Co., Research in the Service of Medicine. 


1. MacAusland, W. R., Jr.; Gartland, J. J., and Hallock, H.: 
The Use of Hyaluronidase in Orthopaedic Surgery, J. Bone & 
Joint Surg. 35-A :604 (July) 1953. 

2. Swenson, S. A., Jr.: Minor Surgical Aspects of Closed Wounds, 
Am. J. Surg. 87 :384 (March) 1954. 
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St. John’s Hospital, Salina, announces that Dr. 
Donald Wald is now radiologist on its staff. Dr. 
Wald was graduated from the University of Kansas 
School of Medicine in 1945 and spent four years in 
graduate work at Philadelphia General Hospital. He 
has been practicing in San Antonio during the past 
two years. 


Dr. Roland D. Brooks, who was graduated from 
the University of Kansas School of Medicine last 
year and completed his internship at Madigan Army 
Hospital, Tacoma, Washington, on July 1, has an- 
nounced the opening of an office in Madison. 


Dr. W. H. Algie, Kansas City, was named pres- 
ident of his local city-county board of health last 
month. Dr. LeGrand Byington was reelected sec- 
retary. 


Dr. Robert R. Snook, who has been practicing in 
McLouth for six years, was the subject of a feature 
story in the Topeka State Journal on July 10. 


Dr. William Tappen, who interned at Bethany 
Hospital, Kansas City, after completing his studies 
at the University of Kansas School of Medicine, is 
now practicing in Atwood in association with Dr. 
E. T. Gertson. 


BLUE SHIELD 


ADDITIONAL BLUE SHIELD BENEFITS 


The Blue Shield Board of Trustees has approved 
the following additional benefits with no increase in 
membership dues. These changes will be effective 
October 1, 1954. 

A. Benefits Increased 

1. Surgical Procedures: 

Fracture of Tibia from $55 to $60 

Submucous Resection from $55 to $65 

2. Medical Service (non-surgical cases in the hos- 
pital): Beginning with the 31st day through the 
90th day—increased from $2.00 to $3.00 per day 
(members age 65 and over or treatment of mental 
and nervous disorders will not be entitled to service 
beyond the 30th day in accordance with provisions of 
the regular Blue Shield Agreement.) 

3. Anesthesia Payments: Anesthesia payments in 
connection with the following surgical procedures 
have been increased as per schedule below: 


Old Fee New Fee 
Cholecystectomy $12.50 $15.00 
Common Duct Exploration 12.50 17.50 
Radical Mastectomy 12.50 15.00 
Coarctation of Aorta — 25.00 
Nephrectomy 12.50 15.00 
Prostatectomy 12.50 17.50 
Thyroid Lobectomy 12.50 15.00 
Bilateral 
Subtotal Thyroidectomy $12.50 $17.50 
Cesarean Section 12.50 15.00 


B. New Benefits 

1. Medical Services: 

(a) Massive Exchange Transfusion of Blood. Pay- 
ment will be made for an exchange transfusion of at 
least 350 cc. for treatment of erythroblastosis fetalis, 
fee $60. 

(b) Additional Care for Newborn. In the case of 
premature infants (weighing less than 41/, pounds 
at birth) or critically ill newborn (regardless of 
weight), payment will be made beginning on the 
basis of the usual non-surgical care in the hospital. 
No payment will be made for the first or last day. 

(c) Intensive Medical Care. For cases requiring 
medical care (such as diabetic coma, comatose state, 
severe coronary, etc.), up to $50 will be paid in 
addition to the regular payment. These cases will be 
submitted or a separate form when the doctor thinks 
the case qualifies, and they will be handled by the 
Blue Shield Review Committee on an individual 
basis. Special forms for submitting intensive medical 
cases will be furnished by Blue Shield. 

The intensive medical care benefit is an exper- 
imental venture and will not be a part of the con- 
tract. If it works out satisfactorily, it will be added 
later. 

Additional benefit riders, along with proper ex- 
planation and necessary supplies, will be sent to all 
participating physicians by September 1. These ad- 
ditions will also be in the new Physicians’ Manual 
which will be ready for distribution about October 1. 

These increased benefits are the result of recom- 
mendations made by doctors participating in Blue 
Shield through their Fee Committee. Although all 
the recommendations could not be accepted at this 
time because of cost, this is one more effort toward 
a better Blue Shield contract. 


At one time almost all children in New York 
City had been infected by the tubercle bacillus before 
they finished grammar school; now only about 10 
per cent are found to be reactors to the tuberculin 
test by 12 years of age—Haven Emerson, M.D., 
NTA Bulletin, May 1954. 
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pediatric preoperative sedation 


one of the 
44 uses for 


short-acting 


NEMBUTAL 


“A barbiturate which seems to 
have a most consistent effect in 
my experience is NEMBUTAL 
(Pentobarbital, Abbott) . . . admin- 
istered one hour before operation 
and morphine sulphate twenty 
minutes before the patient goes in- 
to the operating room. 


“If this preoperative medication is 
followed, the child will not be ap- 
prehensive and will often require 
less than the usual amount of anes- 
thetic . . . one is impressed with the 
quiet sleep they produce and more 
impressed with the quiet uneventful 
recovery and infrequent 

nausea and vomiting.” 


Schaerrer, W. C., J. Missouri M. A., 37:287. 
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Physiological Theories of the Etiology of Alcoholism 


Robert D. Parman, M.D. 


Kansas City, Missouri 


“What wonders doth wine! It discloses secrets, 
ratifies and confirms hopes, thrusts the coward for- 
ward to battle, eases the anxious mind of its burden, 
instructs in the arts. Whom has not a cheerful glass 
made eloquent, whom not quite free and easy from 
pinching poverty.”—Horace 

Why are we faced today with problems concerning 
a magic potion which according to Horace has such 
wonderful properties; why is it we should inform 
ourselves as thoroughly concerning the problem of 
alcoholism as we do concerning tuberculosis? It is 
because there are actually more alcoholics than pa- 
tients who have recognized active tuberculosis. Be- 
cause of the nature of the disease, its difficulty in 
management, its evasive etiology, and its possible 
moral implications, we often veer around this prob- 
lem. 

An alcoholic may be defined as a person who is 
addicted to alcohol; addiction is defined as that con- 
dition of the mind or body induced by some drug 
without which the mind and body suffer serious de- 
rangements.! In literature on alcohol addiction it is 
not always clear whether this strict definition and 
understanding of alcoholic addiction were used, but 
it is assumed so. 

The incidence of alcoholism varies from author 
to author, some placing its incidence at 750,000 ;3° 
others, like Smillie? in his public health text, say 
that 6 to 7 per cent of our total population find al- 
coholism a problem at some time during their lives. 
Jellinek and Kellen* estimated the total number of 
alcoholics to be 3,800,000 in 1948; furthermore, they 
say the rate of alcoholism in males and females in- 
creased 31 per cent and 33 per cent respectively from 
1940 to 1948. This seems a large increase and even 
if it were only one-half that value, it can be seen 
why this is high on the list of socio-economic prob- 
lems today. It is also high on the list of medical prob- 
lems because it is often the family physician who 
first sees these problems. 

It is with this background of information that the 
etiology of alcoholism is to be discussed. Organic 
factors will be emphasized, not because they are any 
more important than the psychological, but they lend 


This is one of 11 theses, written | by fourth year ye at the 
beg nye of Kansas School of M 
tion by the Editorial Board from a group judged to be the best 
by the faculty at the school. 

Thesis written while the author was a fourth year student. 
ee. Parman is now interning at General Hospital, Kansas City, 

issouri. 


themselves more easily to study; and if any of the 
hypotheses are proved to be true, they would lend 
themselves more readily to therapy. 

These theories have fallen into three groups: (1) 
endocrine malfunction, (2) nutritional deficiency, 
and (3) allergic reaction. They will be discussed in 
that order. 


ENDOCRINE MALFUNCTION 


Although alcoholism has long been a problem— 
at least drunkenness has long plagued mankind—the 
reasons for a person losing control over the impulse 
to drink excessively were thought of as being mor- 
alistic in nature until relatively recently in the history 
of our civilization. Apparently a psychological etiol- 
ogy was put forth earlier than organic or physiological 
reasons. 

Freud, in the early 1900’s, and Bleuher, about 
1910, discussed the psychodynamics of alcoholism.+ 
It was not until 1925 that there was much discussion 
of a physiological cause of alcoholism. M. Gegon and 
H. Oclenmatt® at that time wrote a paper which dealt 
with dietary deficiency and chronic alcoholism. Gross® 
states this was the first paper appearing in the litera- 
ture which mentioned possible organic factors as in- 
ducing alcoholism. 

Gross, in a paper published in 1945 but actually 
written some 6 years earlier, discusses briefly the 
concept that alcoholism might have a physiological 
basis, but he thought it much more likely that the 
symptoms we note in chronic alcoholics were sec- 
ondary to alcoholic toxicity on the endocrine glands, 
particularly the pituitary gland. He had noted definite 
histological changes in the cells of the pituitary gland 
and would attribute much of the somatic change 
seen in chronic alcoholics to changes in the endocrine 
functioning of that gland. It will be seen that this 
is the beginning of a concept which says that en- 
docrine changes come secondarily to alcoholic inges- 
tion, in contrast to a hypothesis discussed later which 
places endocrine changes as primary and predisposing 
to alcoholism. 

Smith, in 1949,° hypothesized that alcoholism was 
a physiological manifestation of an adrenal insuf- 
ficiency. He came to this conclusion after making 
repeated biochemical and clinical observations. of pa- 
tients in “a hypoadrenal state and those in delirium 
tremens. He compared the behavior changes seen in 
other organic metabolic diseases such as hyperthy- 
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YEARS TREATING ALCOHOL 
AND DRUG ADDICTION 


In 1897 Doctor B. B. Ralph developed 
methods of treating alcohol and narcotic addiction that, by the 
_ standards of the time, were conspicuous for success. 

Twenty-five years ago experience had bet- 
tered the methods. Today with the advantages of collateral medicine, 
treatment is markedly further improved. 

The Ralph Sanitarium provides personal- 
ized care in a quiet, homelike atmosphere. Dietetics, hydrotherapy 
and massage speed physical and emotional re-education. Cooperation 


with referring physicians. Write or phone. 


RALPH 


SANITARIUM 


A Unit of the Benjamin Bur- 
roughs Ralph Foundation for 
Medical Research 


Telephone Victor 3624 


529 HIGHLAND AVENUE @© KANSAS CITY 6, MISSOURI 
Ralph Emerson Duncan, M.D., Medical Director. 
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almost this quick... 


Erythrocin 


starts to dissolve 


filmtab ... for faster drug absorption 


Now, there’s no delayed action from an enteric coating. The 
new tissue-thin Filmtab coating (marketed only by Abbott) 
starts to disintegrate within 30 seconds after your patient 
swallows it—makes the antibiotic available for immediate 
absorption. 


... for earlier blood levels 


Because of the swift absorption, your patient gets high 
blood levels of ERYTHROCIN (Erythromycin Stearate, 
Abbott) in less than 2 hours—instead of 4-6 hours as before. 
Peak concentration is reached within 4 hours, with signifi- 
cant concentrations lasting for 8 hours. 


... for your patients 


It’s easy on them. Compared with most other widely-used 
antibiotics, Filmtab ERYTHROCIN is less likely to alter normal 
intestinal flora. Prescribe Filmtab ERYTHROCIN for all sus- 
ceptible coccic infections—especially when the organism 
is resistant to other antibiotics. Bottles 


of 25 and 100 (100 and 200 mg.).  OUbbott 
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roidism, menopausal syndrome, and cerebral arte- 
riosclerosis. 

Smith® feels that when one views the end result of 
delirium tremens and an Addison’s crisis, one cannot 
keep from noting the similarity. In both, the plasma 
potassium and nitrogen are elevated and the sodium 
and chlorides are decreased. In both there is hemocon- 
centration, sometimes acidosis, and sometimes low 
blood sugar. Clinically, both states are characterized 
by malaise, nausea, vomiting, slow pulse, low blood 
pressure, and terminally in both there is a thready 
pulse with hyperpyrexia and extreme tachypnea. 

According to Smith the treatment is the same— 
the administration of sodium chloride and glucose. 
Smith says that the biochemical, clinical, and ther- 
apeutic aspects of these two disease states are so 
similar that the existence of identical pathologic 
processes must be presumed. 

Smith futhermore said that the clinical pictures of 
delirium tremens, Addison’s crisis, and pantothenic 
acid deficiency resembled each other and this was 
another possibility which should be investigated. He 
also noted in acute intoxication a lymphocytosis, de- 
creased plasma ascorbic acid, and some five other bi- 
ochemical changes which, to him, indicated there was 
a metabolic basis for alcoholism. He also felt that he 
noted a definite somatic body type which was as- 
sociated with a higher than normal incidence of al- 
coholism. This concept and a clinical trial of cortisone 
and ACTH were reported upon more completely by 
Tintera and Lowell? in 1949. 

In 1949, Tintera and Lowell’ reported in a paper 
on the treatment of alcoholism that there are two 
classes into which most alcoholics fall. The first class 
is made up of those individuals who are more likely 
to develop alcohol addiction when young. These are 
characterized as being young males who have asthenic 
habits, soft smooth faces, little or no chest hair, are 
hypotensive, and not infrequently have gynecomastia. 
This clinical picture, the authors thought, is com- 
patible with a picture of hypoadrenal corticalism and 
is often seen in patients with a so-called allergic di- 
athesis. These individuals are supposed to have hy- 
poglycemia, low 17 ketosteroids, and low androgens. 

The second class is the older group who develop 
a hypoadrenal state secondary to excessive alcohol in- 
gestions. It had been reported earlier that there was 
a decrease of lipoid material in the adrenal cortices 
on chronic alcoholics coming to autopsy.? 

These authors noted a low blood sugar (ranging 
from 54 to 80 mg. per cent) in a series of 200 
patients they studied and concluded that the low 
blood sugar induced a craving for carbohydrate in- 
gestion. Had the patient been anything more than a 
moderate drinker, he might develop alcohol addiction. 
They furthermore concluded from clinical and lab- 
oratory observation, together with satisfactory ther- 


apeutic results from giving ACTH and cortisone, that 
it seemed reasonable to assume that alcoholics were 
in a state of frank or latent hypoadrenalism. 

Later observations of Mann* on a smaller group 
of alcoholics (95 in this group and 200 in Tintera 
and Lowell's group) failed to confirm the hypoadre- 
nal state noted by the above workers. Mann used the 
Thorne test and found that four hours after 0.3 mg. 
of epinephrine was given subcutaneously, 62 per cent 
gave a normal response, a drop of 50 per cent or 
more in eosinophil count. A slightly subnormal re- 
sponse, a drop of 40 to 50 per cent, was noted in 
26 per cent, while 12 per cent gave a decrease of 
less than 40 per cent in the eosinophil count. They 
doubt the validity of previous observations of hy- 
poadrenalism in alcoholics, either frank or latent. 


RELATIVE NUTRITIONAL DEFICIENCY 


Several years ago some South American sci- 
entists®!° reported the presence of a thermolabile 
factor in brewer’s yeast which, when absent from 
the diet of experimental animals, would cause these 
animals under autoselective methods to increase their 
alcohol consumption. This substance they called ‘‘Fac- 
tor N.” They therefore hypothesized that they had 
found a new member of the B-Complex group and 
even established a unit of this factor based on its 
abilities to reduce alcohol consumption. This they 
thought might serve as a useful therapeutic aid in 
preventing and treating alcoholism. No satisfactory 
follow-up on their work could be found. 

In 1947, Williams,!:!* after reviewing the work 
of the above authors and the work of Brady and 
Westerfield,! made a hypothesis that alcoholism was 
a “genetotrophic” disease. He postulated that there 
is genetic individuality for every person and, be- 
cause of such predetermined genetic factors in people, 
there was likewise a biochemical individuality. De- 
veloping this hypothesis further, he thought that 
certain individuals required more of certain foodstuffs 
than others, especially vitamins and minerals. Hence, 
he concluded that some people might actually be 
on a nutritionally deficient diet while others on the 
same diet might be adequately nourished. He next 
concluded that when diet is inadequate there develop 
cravings for food, and with some people there de- 
velops an intense craving for alcohol. This craving he 
compared to the craving for sodium chloride in an 
adrenalectomized animal. 

In order to prove or disprove his hypothesis, he 
began a series of experiments with rats. With these 
animals he felt he could establish individual met- 
abolic needs, and when these needs were not ful- 
filled the rats would drink more alcohol under au- 
toselective methods. The next step was to add to the 


deficient diets a highly nutrient supplement contain- 


ing large amounts of all of the recognized vitamins 


4 
(| | 
iJ 
4 
q 
ony 
j 
Tails 
i 
i 
4 
q 
| 
a 
| 
4 
; 
{ 
1 
4 
i 
4 
| 
; 
| 
4 


AUGUST, 1954 479 


UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 


POSTGRADUATE MEDICAL COURSE 


OBSTETRICS 
November 8, 9 and 10, 1954 


Guest Instructors: 


JOHN I. BREWER, M.D., Professor of Obstetrics 
& Gynecology, Northwestern University Medi- 
cal School, Chicage, 


F. BAYARD CARTER, M.D., Professor of Ob- 
stetrics & Gynecology and Head of Depart- 
ment, Duke University School of Medicine, 
Durham, N. C. 


CARL P. HUBER, M.D., Professor of Obstetrics 
& Gynecology and Chairman of Department, 
Indiana University School of Medicine, Indi- 
anapolis. 


ROBERT A. KIMBROUGH, JR., M.D., Professor 
of Obstetrics & Gynecology and Chairman of 
Department, University of Pennsylvania Post- 
graduate School of Medicine, Philadelphia. 


CURTIS J. LUND, M.D., Professor of Obstetrics 
& Gynecology and Chief of Department, Uni- 
versity of Rochester School of Medicine, 
Rochester, N. Y. 


WILLIAM F. MENGERT, M.D., Professor cf Ob- 
stetrics & Gynecology and Chairman of De- 
partment, Southwestern Medical School, Uni- 
versity of Texas, Dallas. 


Subjects to Be Discussed: 
Fibroids and Pregnancy 


FIBROIDS AND STERILITY: Do Fibroids Produce Infertility; When 
and How; Place of yapemectomy in Treating Infertility. 
FIBROIDS AND. * ABORT ION: Can One Predict That an Abortion 
Will Result; After One (Two or Three) Abortion, What Do We Do? 
COURSE OF PREGNANCY: The Large Fibroid; Multiple Subserous 
Fibroids; The ‘‘Large” Uterus at Two or Three Mon 
ACUTE DEGENERATION: Medical or Surgical; Timing of Opera- 
tion; Prognosis for eo of Pregnancy 
SUAL ES FIBR : (Obstructing po | ‘Non-Obstructi: 
ae Fibroid Vagina; The Pediculated Fibroi 
ul-de-sac 
OF LABOR: First Stage; Third 
THE PUERPERIUM AND THE ee of Expected Involu- 
tion; When Myomectomy; When Hestesoctany? 
Placenta Previa 
ETIOLOGY: Is There an Etiology or Is It Merely a patter of Chance? 
DIFFERENTIAL DIAGNOSIS, INCLUDING DEGREE OF PREVIA. 
MEDICAL TREATMENT. 
TREATMENT. 
THIRD STAGE AND NEXT FEW HOURS. 
PROGNOSIS FOR CHILD AND FOR NEXT PREGNANCY. 
Premature Separation 
ETIOLOGY: Role of Toxemia; Venous Pressure. 
= OF MEDICAL TREATMENT: Minor Degrees of Separation; 
‘win Pregnancy; Major Se 


SURGICAL. TREATMENT: When? What? 
PROGNOSIS: Baby Now Alive; Future Pregnancies. 


The Official Meeting of the Kansas State Obstetrical Society 


Woodcroft Hospital--Pueblo, Colorado 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including alcoholism 
and drug addiction. Beautiful landscaping and home-like surroundings afford a restful atmosphere. 
. Accommodations vary from single rooms with or without bath to rooms en suite, allowing for 


segregation of guests. 


Detailed information furnished on request. 
KARL J. WAGGENER, M.D. 
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and essential minerals. He noted that rats predisposed 
to alcohol ingestion decreased their intake of alcohol 
under this regimen. 

The final step was to give his idea a clinical trial. 
This he did in 1950 on a group of 20 patients. In 
195114 he published a small book in which he states 
that the early results appeared good but were not 
conclusive. The results seemed good in spite of the 
great difficulties he had in working with alcoholics 
who would follow this regimen poorly. 

Since the 1951 preliminary report, no follow-up 
could be found except indirectly through Smith,1® 
who reported on six of the 20 patients. He states, 
after a period of 7 to 10 months, that two showed 
some improvement, one could now drink moderately, 
and one could tolerate larger quantities of alcohol 
without showing toxic signs. Smith at that time could 
add nothing new on an organic cause of alcoholism. 

Sirnes, in 1953, noted that rats in which he in- 
duced hepatic fibrosis by using cazbon tetrachloride 
showed an increased alcohol ingestion by autoselective 
methods. The increase was up to four times that 
of the normal rat. While this does not give a direct 
clue to the etiology of alcoholism, it might explain 
why, if hepatic fibrosis were induced by other than 
malnutrition of alcoholism, there was an increase of 
alcohol consumption. 

Lester and Greenberg,!7 in a recently published 
paper, re-evaluated the work of Williams and did a 
series of experiments with rats under autoselective 
methods. The scope of their work was broader than 
that of Williams as they gave the animals a wider 
choice of fluids to drink and added carbohydrate sup- 
plements to the diet. They noted that the animals 
would choose a sucrose solution in preference to a 
7.6 per cent alcohol solution when placed on caloric 
deficient diets. This preference was, according to 
them, independent of the vitamins in the diet and 
had as its basis a caloric insufficiency. They hypoth- 
esized that the reason the animals in Williams’ ex- 
periments consumed more alcohol was to increase 
their caloric intake. 

Westerfield and Lawrow!® more recently noted the 
work of Lester and Greenberg and then studied the 
effect on alcohol consumption of a calorie and thi- 
amine deficient diet versus a solely calorie deficient 
diet. They noted that thiamine deficient diets did 
reduce food intake, but in their work they did not 
find the expected increase of alcohol consumption ac- 
companying it as Mardones had indicated would hap- 
pen. Secondly, they noted that the actual alcohol con- 
sumption was greater in the group of animals on the 
plain calorie deficient diet than in that group on the 
vitamin deficient-calorie deficient diet, as might be 
expected from work by Williams and Mardones and 
earlier work of their own. Thus, it can be seen that 
the results of the experiments of a nutritional con- 
cept of alcoholism are far from conclusive. 


ALLERGY 


Lester and Greenberg!® published a paper in 1951 
in which they briefly discussed allergy as a factor 
in producing alcohol addiction. They say that al- 
lergic theories of alcohol addiction were advanced 
many years ago, but some work of Robinson and 
Voeglten*! conclusively demonstates that ethyl al- 
cohol per se is not an allergen. They note as at least 
a theoretical possibility that the side products present 
in the beverage—whether they be rye, grape, corn, 
or whatever the source—might serve as allergens. 
They go on to say that there has been no convincing 
proof offered to support such an allergic theory of 
alcohol addiction and that no mention of an im- 
munological basis of alcchol addiction could be 
found elsewhere. 


DISCUSSION 

Wexberg,?? in surveying the physiopathological 
theories of the etiology of alcoholism, points out 
some interesting facts with reference to the work 
of Smith and Williams. Wexberg believes that the 
adrenal insufficiency of Addison’s disease and the 
clinical state of delirium tremens are probably quite 
similar if not the same; but he doubts seriously if it 
can be said that alcoholism is primarily a metabolic 
disease with a secondarily manifested behavior 
change. He points out that most if not all of 
Smith’s patients were already alcoholics. 

To support this view, Wexberg quotes the ex- 
tensive review and study made by Goldfarb and 
Berman?* wherein they found multiple endocrine 
changes secondary to chronic alcoholism. Inasmuch 
as most of Smith’s patients were already alcoholics, 
he doubts if the criteria he used to judge the pre- 
morbid type were valid, especially with reference 
to the younger group. He does not doubt that alcohol 
acts as a stressful agent and that there are secondary 
endocrine changes not only in the adrenal but in the 
pituitary and elsewhere in the endocrine system as 
reported by Goldfarb and Berman. 

With reference to the work of Williams, he be- 
lieves that the craving for sodium chloride following 
adrenalectomy and the craving for alcohol are far 
from being comparable. The craving for sodium 
chloride is for a product which is naturally a part 
of our body tissues, whereas alcohol is not. He be- 
lieves that before any physiopathological theory can 
be considered adequate to explain the etiology of 
alcoholism, there should be an adequate number of 
people possessing the premorbid type, whether it be 
endocrine or metabolic, who did develop alcoholism 
and an insignificant number of people with the pre- 
morbid type who did not develop alcoholism. Wex- 
berg feels this was not the case with any of the 
workers above who proposed theories of a phys- 


iopathological etiology of alcoholism. Clinically, they ~ 


do not deny that ACTH and cortisone will help in 
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the treatment of alcoholism, but they believe the 
improvement is because of a secondary and not a 
primary change in the adrenals. 

More recently Paphan** wrote a critique of Wil- 
liams’ work, emphasized that it would be a tedious 
task to establish the individual metabolic needs of 
many patients, and doubts that Williams conducted 
such a thorough investigation. This he feels does not 
completely invalidate Williams’ work but should 
serve as a stimulus for more complete investigation. 

In view of a not too clearly defined physiological 
cause of alcoholism, it would seem fitting and proper 
to consider the other most currently popular etiolog- 
ical cause, a psychological etiology. As mentioned be- 
fore, Freud and Bleuher early discussed the psy- 
chodynamics of alcoholism. Since then there have 
been numerous papers by psychologists and psy- 
chiatrists,?5.26.27.28 depicting a certain type of per- 
sonality which is predisposed to alcoholism. 

Some authors have emphasized the deep masochistic 
nature of alcoholics,25 others latent or overt ho- 
mosexuality, and others just say they are unhappy 
individuals who fail to adjust well or stand stress 
well.31 In any event, some of the most recent studies 
and reviews of the many papers on personality types 
fail to find any specific prealcoholic type.?%3° 

In a more superficial manner, one can say the 
alcoholic is better able to face reality when he is 
drinking. This he may do by completely misjudging 
reality as it is, or he may find that alcohol gives him 
the extra boost his ego needs to perform the task 
necessary to place his psyche in a state of homeostasis. 

The psychodynamics of alcoholism today are most 
easily understood when based on the Freudian con- 
capt of psychosexual development. It is postulated 
that because of numerous psychic traumata, the in- 
dividual is unable to stand the psychic stresses of life. 
Because of this instability of personality structure, 
the patient regresses to a more infantile level of psy- 
chosexual development, whether it be to the oral de- 
pendent stage or to some other stage of development. 
In any event, the person meets with reality by drink- 
ing and, according to Lewis,®! in preference to actual- 
ly becoming psychotic, the individual takes a more 
socially acceptable means of facing reality—that of 
drinking alcohol. 

According to Knight, the stress or tension which 
is being relieved is induced by frustrated passive 
needs which were engendered by parents. When the 


affected individual finds that alcohol will relieve 
tension, he passes that way more and in every increas- 
ing frequency until his perspective of reality is so 
distorted that he cannot adequately deal with reality. 

Higgins,33 in a recent review of the psychodynam- 
ics of alcoholism, believes essentially what has been 
outlined above. However, he places less emphasis on 
the oral dependent nature of the alcoholic. He be- 
lieves that the regression can be to any stage of de- 
velopment, and the tension is not always the result 
of frustrated passive needs but may be due to adult 
sexual conflicts. He believes that the depressant action 
of alcohol is such as to facilitate the operation of a 
normal defense mechanism which previously was un- 
able to function in its proper role: Higgins developed 
this modification of the more commonly accepted oral 
dependence concept after studying many alcoholics 
who were being treated as office patients with Anta- 
buse. He felt his picture of the personality disorder 
was different and more accurate than that obtained 
by earlier workers because most of his patients had 
been alcoholics for a relatively short time. 


CONCLUSION 


In reviewing the available literature, a good phys- 
iological etiology for alcoholism could not be found. 
At the onset, the work of Williams looked good, but 
it did have some theoretical pitfalls. Also, later 
workers were not able to confirm his concepts in the 
exact manner he presented them. It may be, as he 
pointed out in his original paper, that inasmuch as 
alcoholics are difficult to work with, several years may 
pass before a good clinical study of his theories could 
be finished. In spite of disappointing early reports, 
this concept deserves more thought. 

The psychological theories are not specific and do 
not give any clear reasons why some people actually 
stand stress poorly. They say there has been a fixation 
at some stage in their psychosexual development. 
Why it is that these individuals cannot grow into 
mature personalities is not explained. 

A good single etiological cause for alcoholism 
could not be found among the physiological theories 
which have been advanced. Maybe the relative nutri- 
tional deficient states and endocrine malfunctioning 
lead to poor stress endurance which we interpret as 
psychic instability. Perhaps this is another condition 
in which multiple etiological factors are involved. 
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Careful laboratory and clinical investigation will solve 
this big problem of alcoholism in time. 
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MEDICAL BoaRD ELECTS 


Dr. J. D. Colt, Jr., Manhattan, was re-elected 
president of the Kansas State Board of Medical Reg- 
istration and Examination at a meeting held in 
Kansas City in June. Dr. H. E. Haskins, Kingman, 
was named to serve again as vice-president. The sec- 
retary, Dr. O. W. Davidson, Kansas City, is serving 
a four-year term. 

At the time of the meeting, 116 persons took 
examinations for licenses to practice medicine and 
surgery in Kansas. Of that number, 103 are graduates 
of the University of Kansas School of Medicine. 


SOUTHEAST KANSAS SOCIETY MEETS 


The Southeast Kansas Medical Society met at the 
Tioga Hotel, Chanute, on June 9. Dr. Dick B. Mc- 
Kee, Pittsburg, introduced four physicians from the 
Wichita Clinic who presented a symposium on “Low 
Back Pain.” Participants were Dr. John F. Lance, 
Dr. N. C. Siebert, Dr. John W. Warren, and Dr. 
Arthur H. Bacon. 


A national inventory of nursing homes and te- 
lated facilities is being conducted by the Division 
of Hospita! Facilities, Public Health Service. The 
inventory will secure information for providing bet- 
ter criteria for developing state programs for the care 
of the chronically ill by taking into account the 
role and extent of nursing homes in relation to the 
need for chronic disease hospital facilities. 
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SECLUSION MATERNITY 


FAIRMOUNT 
SOUTHWEST SCIENTIFIC 
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Est. 1909 


Everything for the Laboratory 


= Private sanitarium with 

LABORATORY SUPPLIES AND EQUIPMENT thee eee «certified obstetrician in 

— charge. All adoptions 

Write for information —_atranged 
122 South St. Francis Street MRS. EVA THOMSON _ trance advised. 


Phone 2-0582 Wichita, Kansas 4911 East 27th St. 
, Kansas City, Mo. to reduce expenses. 


THE SOUTHARD SCHOOL THE MENNINGER 
Intensive individual psychotherapy in a res- CHILDREN’S CLINIC 
idential school, for children of elementary Outpatient psychiatric and neurologic 
school age with emotional and behavior evaluation and consultation for infants 
problems. and children to eighteen years. 

Department of Child Psychiatry 
THE MENNINGER FOUNDATION 
J. Cotter Hirschberg, M.D., Director Topeka, Kansas; Telephone 3-6494 
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The Neurological Hospital 


2625 West Paseo, 
KANSAS CITY, MISSOURI 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 
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EFFECTIVE 
“,..very successful in the relief of symptoms..." 


WELL TOLERATED 
“,.. effective maintenance dose is 0.05 mg. or less daily...”" 
... side effects are minimal. 


ECONOMICAL 
well within the range of the average patient. 
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provide important 
physiologic safeguards 


SPARING EFFECT OF ADDED 


CARBOHYDRATE (OEXTRI MALTOSE) ON Added renal safety. When the effective 
2 esate carbohydrate, Dextri-Maltose®, is added to cow's milk 
formulas, the infant's water requirements are 
reduced. This provides an added margin of safety 
against dehydration. In addition, the load on the 
water excretory capacity of the infant's immature 
kidneys is reduced.’ 


$833 88 


The margin of renal safety is especially important 
since various stresses and handicaps have been 
cr ne shown to influence the infant's fluid balance 

* Data of Pratt & Snyderman: Pediatrics 11: 65, 1953 and renal capacity.***5 
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Better nitrogen retention. The addition 
DEXTRI-MALTOSE ON UREA EXCRETION! of adequate carbohydrate (Dextri-Maltose) to 
caronies cow's milk formulas increases the infant's nitrogen 
Agden carom retention and promotes the efficient use of nitrogen 
for growth,” causing a reduction in the excretion of 
urea and lightening the load on the infant's kidneys. 


Ample carbohydrate is provided in a milk and water 
mixture by inclusion of 4 to 5% of Dextri-Maltose— 
or 1 tablespoonful to each 5 or 6 fluid ounces 

of formula. 


"Data of Caicagno & Rubin: Pediatrics (In press) 


With: a record of forty-three years of outstanding 
clinical success, no other carbohydrate has earned 
such world-wide acceptance and confidence in its 
constant dependability as Dextri-Maltose. 


1. Pratt & Snyderman: Pediatrics 11: 65, 1953;'2. Calcagno & Rubin: 
Pediatrics (in press); 3. Calcagno, Rubin & Weintraub: J. Clin. Investi- 
gation 33: 91, 1954; 4. Cooke, Pratt & Darrow: Yale J. Biol. & Med. 
22: 227, 1950; 5. Gamble: J. Pediat. 30: 488, 1947; 6. Rappaport: 
Am. J. Dis. Child. 74: 682, 1947. 


DEXTRI-MALTOSE 


the carbohydrate of choice for infant formulas 
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